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The Painful Shoulder 

RALPH K. GHORMLEY* 

UNIVERSITY OF MINNESOTA GRADUATE SCHOOL OF MEDICINE, ROCHESTER, MINN. 


I T IS UNDOUBTEDLY true that when one com- 
pares our knowledge of the problem of pain 
in the shoulder and the arm to knowledge 
of the problem of sciatic pain, it will be seen 
tliat there has been a comparatively small 
amount of work and writing on the shoulder 
in the past few years. Perhaps the subject of 
sciatic pain has been overemphasized, but out 
of all the many papers written on diat subject 
has certainly come an improved knowledge of 
sciatic pain. Probably more thought needs to 
be given to the problem of the lame shoulder, 
and because of the frequent association of this 
condition with the problem of pain in the arms 
and neck, it becomes even more complicated 
than the problem of sciatic pain. 

The anatomic aspects of the shoulder girdle 
and arm are extremely complex, and knowl- 
edge on this subject is not yet complete. The 
relationship of the anatomy to evolutionary 
changes cannot be overlooked, and the func- 
tional components of all the parts of the arm 
and shoulder girdle are certainly not thorough- 
ly understood. Much has been learned about 

•Section on Orthopedic Sur^'cry, hfayo Clinic; Professor of 
Orthopedic SiirRcry, University of hfinnc-sota Graduate School 
of Medicine, Rochester, Minnesota. 

NOTr: Re.nd before the nicciinit of the Interstate Postgraduate 
Medical Assoebtion of North America, Cleveland. Ohio, Octo- 
ber 15 to i8, 1946. 


them, but because of the complexity of the 
anatomy and physiology much more remains 
to be learned. It is not our purpose herein to 
elaborate on problems in the anatomy or phy- 
siology of the shoulder, but to discuss the more 
fommon problems of lesions of the shoulder 
which cause pain, and the differential diagnosis 
and treatment of such lesions. But we cannot 
forget that the very complexity of the shoulder 
mechanism makes these problems in them- 
selves peculiar to the region in question. 

Anyone interested in lesions of the shoulder 
and a broad discussion of the whole subject 
should read Codman’s The Shoulder.' Careful 
study of the problems related by Codman to 
this structure brought out two important facts: 
(i) recognition of the lesion of torn infra- 
spinatus tendon, and (2) the relationship of 
degeneration of the supraspinatus tendon to 
calcified deposits in the subdeltoid bursa. f 

In a more practical way tlie painful shoulder 
must be discussed from the standpoint of lesions 
of the shoulder alone and from the standpoint 
of lesions associated with pain in the arm or cer- 
vical portion of the spinal column. Sometimes 
tlie differential diagnosis may be difficult, but 
for a proper .approach to therapy, a correct 
diagnosis is desirable. One must always re- 
member that in addition to the shoulder joint 
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I acromioclavicular joint is likewise a part 
^le shoulder girdle and may at times give 
e to much discomfort. Lesions of this joint 
will be discussed later. 

The most common lesions of the shoulder 
joint itself are not those of an arthritic nature. 
Fairly extensive damage to the articular sur- 
faces of the head of the humerus and glenoid 
may occur witliout causing serious discomfort 
or annoyance. In this respect, the shoulder dif- 
fers from die hip joint, which is, of course, 
mainly a weight-bearing joint, and for that rea- 
son die lesions of die weight-bearing articular 
surfaces are die main points of trouble in the 
hip. Since the shoulder joint, on the other 
hand, is not a weight-bearing joint, the lesions 
of the capsular structures and musculotendi- 
nous cuff are the important ones from a prac- 
tical clinical standpoint. When these are 
excluded, many of the common causes of 
shoulder pain are absent. 


FROZEN SHOULDER, PERIARTHRITIS, 

“tendinitis” 

Diagnosis — This condition constitutes one of 
the most common and most troublesome le- 
sions causing painful shoulder, and because or 
die variable amount of limitation of motion of 
the shoulder, die lesion is one of the most dis- 
abling. Its etiology is frequently obscure. Its 
onset is usually rather insidious, widi mod- 
erately severe pain. Sometimes, the onset is sud- 
den and is accompanied by severe pain. Also, 
usually, the patient, either on the advice of a 
physician or because of his own intuition, 
keeps die shoulder fixed over a period of sev- 
eral days, during which time the symptoms 
may abate to some extent, but then the patient 
finds that movement has become restricted 
and that attemped forcing of the movements 
brings on severe pain. The variable type of on- 
set probably is due to the fact diat a variable 
type of inflammation initiates the condition. 
There is no definite knowledge as to just which 
structures are involved. Codman^ called the un- 
derlying condition “tendinitis” but said, “It 
would require greater knowledge than is at the 
present time available to separate it patho- 
logically from arthritis, bursitis, calcified de- 
posits or from ‘rim rents’ of the supraspinatus.” 
Lippmann' wrote that the common cause of 
frozen shoulder or periarthritis is inflamma- 
tion in the sheatii of the tendon of the long 
head of the biceps. Others have ascribed the 
lesion to other particular parts of the capsule 
or musculotendinous cuff. 

The likely sequence of events leading to a 
frozen shoulder is inflammation in some por- 
tion of die musculotendinous cuff or capsule 
which is painful and which leads the patient to 
restrict motion of the shoulder. Spread of the 
process to the margin of the joint causes adhe- 
sions to form which produce greater restriction 
of motion. When motion is forced, pain is ex- 
acerbated and furdier restriction by tlie patient 
is likely until die limitation of motion becomes 
the more striking feature of the clinical pic- 
ture. Once restriction of motion has been 
established, any effort at increasing the move- 
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ment causes pain and a vicious circle is estab- 
lished. The typical frozen-shoulder syndrome 
is a lesion of middle or late adult life. 


A lthough the more common frozen- 
shoulder syndrome is not usually a part 
of a generalized arthritis, it may occur in such 
cases, and is often found as a complication in 
any condition requiring prolonged fixation of 
the shoulder joints. In such conditions as frac- 
ture of the humerus or forearm with pro- 
longed fixation, postoperative treatment in 
which the shoulder may be fixed for a long 
time, and in some cases of prolonged illness 
such as cardiac disease, a frozen shoulder will 
develop unless care has been taken to see that 
the shoulder is moved frequently during the 
convalescence. 

Pain may be constant; it is always exacer- 
bated on activity. Extension of pain down tlie 
arm may be of variable degree, and often is 
increased as the lesion becomes more nearly 
permanently established. Extension to the re- 
gion of the insertion of the deltoid muscle to 
the humerus is not uncommon. Pain over the 
suprascapular area and along the trapezius 
muscle is fairly common. This, again, depends 
to some extent on the severity of the condition 
and the amount of protective muscular effort 
the patient may be consciously or unconscious- 
ly exerting. Swelling and local heat are symp- 
toms not commonly noted. 

On e.xamination, the physician as a rule finds 
a patient in a variable degree of distress, carry- 
ing the arm with the elbow at the side and 
oftentimes supporting the forearm and elbow 
with a sling or the opposite hand. On both in- 
spection and palpation, there may be evident 
some degree of atrophy of the shoulder mus- 
cles, depending on the duration and severity 
of the symptoms. Tenderness is not sharply or 
constantly localized, but is usually found 
around tlie attachment of the capsule to tlic 
head of the humerus. In some instances, it may 
be more marked along the bicipital groove and 
in others over the area of the subacromial 


bursa. The most constant and definite observa- 
tion is marked restriction in the movements 
of the shoulder joint. In the testing of these 
movements the physician must be careful to 
distinguish between scapulohumeral move- 
ment and movement of die entire shoulder gir- 
dle. The examiner can determine the amount 
of scapulohumeral movement by grasping the 
scapular angle and holding it with one hand 
while with the other hand he grasps the hum- 
erus and determines the range of its movement. 
In the frozen shoulder, movements are limited 
in all directions: when die condition is more se- 
vere, this limitation reaches an almost complete 
stage, whereas when it is milder, the limitation 
is less marked. Bony ankylosis does not occur. 

An important aid in the diagnosis is the 
roentgenogram. Usually, the roentgenogram 
will disclose nothing in the earlier stages, but 
as time goes on, a variable amount of osteo- 
porosis may be noted, in both the head and the 
neck of die humerus and in the scapular neck. 
It is important to look carefully for other le- 
sions in the bones in order to exclude any 
possible complicating factor. Changes in the 
capsule, such as calcification of the subdeltoid 
bursa or peritendinous calcification, arc seldom 
seen in the typical case of frozen shoulder, al- 
though frozen shoulder may complicate these 
lesions. 

It is very important, however, to note the 
amount of osteoporosis that is present. In cases 
in which an extreme degree of osteoporosis 
is found, the physician should be very careful 
in any attempts at manipulation therapy, be- 
cause of the danger of producing pathologic 
fracture. 

Treatment — The treatment of this condition 
varies according to the stage of development 
of the lesion. In the earlier stages, manifested 
by local pain and limitation of motion, various 
forms of heat applied locally may be helpful, 
although it has been found that light doses of 
roentgen rays arc about as effective as any 
treatment. As a rule, the patient should be per- 
suaded to continue use of the arm as much as 
he can, in order to avoid the fixation and ad- 
hesions which arc bound to follow when the 
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shoulder is given a prolonged rest. Hot packs, 
diathermy, or radiant heat may be used with 
somewhat less effective results. Injections of 
procaine hydrochloride may help to relieve 
acute pain and promote early motion. Aspirin 
is often useful to control pain, but codeine or 
even stronger sedative agents may be necessary 
when the condition is more acute and severe. 
At times, the shoulder must be put at rest by 
means of a sling or an airplane splint and in 
an occasional case, when the condition is very 
severe, rest in bed with traction may be neces- 
sary to relieve the patient in the more acute 
phases of the condition. As the pain subsides, 
if motion has been stopped, it should be re- 
sumed and graduated as fast as the patient can 
induce it in order to hasten the return of func- 
tion. In my experience, until there has been a 
return of motion to its full range, some pain 
will remain; so that restoration of the joint 
motion is a most important part of the treat- 
ment. 

When the condition is subacute or milder or 
when diere is only a moderate degree of limita- 
tion of motion, physiodierapy with active and 
passive exercises may restore motion to normal 
and entirely relieve the condition. When the 
condition is more advanced, and when there 
is marked limitation of motion, I have found 
that a much more rapid recovery will take 
place if the shoulder is manipulated with the 
patient under the influence of anesthesia and 
if a full range of motion is obtained. As a rule 
after injection of the suprascapular nerve with 
procaine hydrochloride, pentothal sodium 
anesthesia is used. As soon as die patient be- 
comes relaxed, the physician grasps the arm 
close up toward the shoulder joint with one 
hand and with the other hand, holds the scap- 
ula, and then applies firm upward pressure 
on die humerus. The physician must be care- 
ful not to force the patient’s arm too vigorously 
or to grasp the arm close to die elbow, because 
the force exerted on the humerus widi long 
leverage may cause fracture. As the shoulder 
is manipulated in this way, adhesions are felt 
to break, and after this a full range of motion 
usually can be carried out. If full range is not 


accomplished, manipulation may be repeated 
in a few days. In some instances, it may be nec- 
essary to force an additional rotary motion in 
order to regain the full range of movement. 
Rotary force must be exerted carefully because 
of the danger of fracturing the neck of the 
humerus. 

Immediately after manipulation, four things 
must be done. First, when die patient is re- 
turned to his bed, the arm should be tied to the 
head of the bed, so that a position of extreme 
abduction and external rotation is maintained. 
Second, roentgenograms should be made so 
that it can be certain that no damage has been 
done. Third, ice caps should be applied to the 
patient’s shoulder to minimize the amount of 
swelling. Fourth, a physiotherapist, or an as- 
sistant, or the surgeon should see the patient as 
soon as he has recovered from anesthesia, and 
should put the patient’s arm through a full 
range of movement. Such a procedure will as- 
sure the patient that it can be done, and will 
encourage more active effort on his part to'con- 
tinue active movement of the joint. Daily or 
twice daily treatment by the physiodierapist 
should be continued for several days until the 
patient can actively perform a normal or nearly 
normal range of movement, and the patient 
should be encouraged to continue such exer- 
cises until a full range of movement is ob- 
tained. 


SUBDELTOID BURSITIS 

Diagnosis — This entity usually is clear-cut 
when a definitely calcified bursa is present, but 
in the absence of calcification, die diagnosis 
may be difficult to make and the condition 
often confused with an early stage of periar- 
thritis or tendinitis. Location of the lesion is 
fairly constant. The extent, shape and size of 
the bursa, however, are markedly variable. Ac- 
cording to Codman,^ “The subacromial bursa, 
the subdeltoid bursa, and the subcoracoid bursa 
are one and the same thing, although films of 
tissue may separate them.” 

In the most characteristic picture of subdel- 
toid bursitis, the patient is usually in his middle 
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years, and notices pain on certain movements 
of the shoulder joint, particularly on internal 
rotation and perhaps extreme external rotation. 
There may be attacks of much more severe 
pain, and during such attacks, movements of 
the shoulder are much more sharply limited, 
oftentimes severely disabling. It is usually dur- 
ing or after such an attack tliat a physician is 
called, and after roentgenologic examination 
is carried out, a diagnosis of calcified subdel- 
toid bursitis is made. 

In the severe attacks examination usually re- 
veals marked limitation of movement, with 
extreme tenderness over the area of the bursa 
and, at times, some degree of palpable and visi- 
ble swelling in diis region, particularly in slen- 
der persons. Movements, active and passive, 
are greatly limited. Pain at times may extend 
to die arm and even to the forearm, a phenom- 
enon which has never been adequately ex- 
plained. One explanation that I have felt 
plausible is that when severe pain occurs, pro- 
nounced spasm of the scapular muscles and 
muscles of the neck is set up and a secondary 
scalenus anticus syndrome results. 

The demonstration of calcification in the 
area of the bursa at roentgenologic examination 
usually confirms the diagnosis, although it 
should be noted that fairly extensive calcifica- 
"tion of a bursa may occur without production 
of any symptoms at all. Often, a minimal 
amount of such calcification develops in cases 
in which degeneration of the supraspinatus 
tendon has occurred and some of the calcare- 
ous material has escaped into the bursa. In 
most cases, when a typical syndrome of bur- 
sitis exists, a more extensive deposit of calcare- 
ous material is found in die bursa. 

Treatment — Numerous forms of treatment 
have been advocated for this condition. The 
very fact that numerous treatments have been 
proposed probably shows that none is by any 
means perfect. There are actually two stages 
at which treatment can be administered: (i) 
the chronic stage, and (2) the stage of acute 
flare-up. So far as die calcification is concerned, 
it must be remembered diat calcification may 
disappear without any treatment whatever. 



Figure 1. Important parts of the pathology of 
calcified bursitis. Note the degeneration of the ten- 
don, with particles collecting in the hursal sac. (Re- 
produced, with permission, from Codman, E. A.: 
"The Shoulder,” p. 68. Boston, published by the 
author, 1934). 


In the treatment of the chronic stage, where 
calcification is present, efforts generally are 
directed toward stimulation of absorption of 
the calcified mass, since it is generally felt that 
with disappearance of the calcified area, the 
symptoms will subside. 


A t the Mayo Clinic it is our plan to inject 
the area of calcified mass or bursa with pro- 
caine • hydrochloride. We first use a short 
needle. A skin bleb is raised over the region of 
the bursa, and through diis area the bursa is 
reached. With a 50-mm. needle, about 20 cc. of 
a I per cent solution of procaine hydrochloride 
is injected into the area of the bursa; the posi- 
tion of the point of tlic needle is changed fre- 
quently so that the entire area of the bursa is 
anesthetized. With the same needle, numerous 
punctures of the bursa are made. Often, the 
calcification can be felt by the grating sensa- 
tion produced when the tip of the needle en- 
counters the calcification. Aspiration of the 
bursa contents is advocated by some. If a larger 
bore needle is used, the contents of the bursa 
can be partially removed in some cases. In my 
experience, however, complete removal of all 
of this material has been difficult in most cases. 
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Indeed, it is my feeling that complete removal 
is not necessary, because most of the material 
will be absorbed after thorough “needling” of 
the mass. 

After the injection procedure, the patient is 
encouraged to move the shoulder through as 
free a range of movement as is possible. The 
day after the procedure is carried out, physio- 
therapy is commenced. It is my experience that 
the best form of physiotherapy is the old- 
fashioned “plate” or conventional diathermy. 
This seems to relieve the pain much more satis- 
factorily than the more modern “short-wave” 
type. With the diathermy light massage should 
be given, and the passive and active movements 
carried out to maintain a normal range of 
movement. In cases of frozen shoulder manipu- 
lation may also be necessary. For patients who 
do not show any improvement within a week 
or ten days, the injection procedure may be 
repeated. 

F or patients who experience an acute flare-up 
of pain in an old bursitis, the same proce- 
dure may be carried out. The injection of pro- 
caine hydrochloride often will bring prompt 
relief from pain, and although this effect is of 
short duration, it is encouraging to the patient. 
The conventional diathermy treatment often 
will help to relieve the pain and to hasten re- 
covery. 

For the more acute phases of the condition, 
roentgen therapy may be employed. This type 
of treatment has often relieved such episodes, 
and it has given considerable permanent relief 
in some cases. Calcified masses may disappear 
after this form of treatment, but it must be re- 
membered that at times they may also disap- 
pear without any treatment. 

In an occasional case in which pain is very 
severe, it may be necessary to have the patient 
go to a hospital. The patient’s arm may be 
placed on an airplane splint or in traction with 
the maintenance of slight abduction to keep it 
in a position of maximal comfort. Sedative 
agents such as codeine and morphine sulfate 
may be necessary in an occasional case. 


Occasionally, if tlie conservative types of 
treatment do not relieve the condition, excision 
of the calcified mass may be necessary. It 
should be noted that the mass may become os- 
sified; in such instances conservative therapy 
will not help, and excision becomes necessary. 


1 Excrescences 

2 Caverns 

3 Eburnation 

4 6ursal osteitis 

5 Recession, 

6 Trabecular atropKij 



Figure 2. Diagrammatic representation of the 
changes in rupture of the supraspinatus tendon. 
(Reproduced, with permission, from Codman, E. A.: 
"The Shoulder,” p. 91. Boston, published by the 
author, 1934). 


TORN SUPRASPINATUS TENDON 

Codman“ again must be credited with bring- 
ing this lesion to the attention of the medical 
profession. His accurate description of the 
pathologic aspects and the sequence of events 
leading to the condition was given to us as 
early as 1911, but the profession, being slow to 
accept the idea, did not generally recognize the 
lesion until the past decade. In Codman’s book, 
already referred to, he named partial and com- 
plete rupture of the supraspinatus tendon as 
the cause of half of tlie painful shoulders en- 
countered, excluding such obvious diagnoses 
as tumors, fractures, and dislocations. He indi- 
cated that in a quarter of such cases partial 
rupture of the supraspinatus tendon has oc- 
curred, that in 15 per cent of cases the patients 
are women, and that the average age of a pa- 
tient is forty-nine years. Complete ruptures, on 
the other hand, would be found in another 
quarter of such cases; in these the average age 
of the patient is fifty-five years, and 8 per cent 
are women. 
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To appreciate the significance of the fre- 
quency of occurrence of the lesion, the fact 
must be accepted that in a great many cases 
partial degeneration of die supraspinatus ten- 
don takes place as part of the senescent process. 
Codman' said diat “we do not know what the 
first step in the retrograde process is. It- may be 
traumatic infarction, or perhaps due to a gen- 
eral toxic condition.” Codman’s observations, 
which were made on cadavers as well as on liv- 
ing human beings, have been substantiated by 
others, so that they are how generally accepted 
as valid. 


I N OUR experience at the clinic, this condition 
usually is found among middle-aged or older 
persons who, after some mild or severe strain 
of the shoulder, felt a pain in the area of the 
supraspinatus attachment. This pain usually 
is increased on movement of the shoulder, par- 
ticularly on abduction. The pain is not severe, 
as a rule, but is annoying and fairly constant. 
According to Codman, in a typical case there 
are eighteen conditions to be fulfilled in the 
making of a diagnosis. These are as follows: 
The patient is a laborer, more than forty years 
old who had no symptoms prior to the acci- 
dent; he sustained an injury, usually a fall, with 
immediate sharp, brief pain, and more severe 
pain the next night; loss of power of eleva- 
tion of die arm occurred; the roentgenogram 
disclosed nothing abnormal; there was little, 
if any, restriction when the patient was stoop- 
ing; there were faulty scapulohumeral rhythm, 
a tender point, a sulcus, an eminence at the in- 
sertion of the supraspinatus which caused the 
patient to wince, and soft crepitus as the tuber- 
osity disappeared under the acromion, and 
usually, also as it reappeared during the de- 
scent of the patient’s arm. 

In our experience, it is difficult to be sure of 
the diagnosis when the condition is milder. In 
the presence of more extensive tears of the 
musculotendinous cuff, the disability is greater 
and more persistent. Milder degrees of tears, 
although tliey undoubtedly exist and can be 


diagnosed at the time of injury, may heal spon- 
taneously and leave little or no disability. This 
is particularly true if they are treated in an ab- 
duction splint for a period of two or three 
weeks immediately after the injury. 

When the condition is chronic, weakness 
may or may not be found on abduction, par- 
ticularly at initiation of the abduction move- 
ment. A tender spot at the insertion of the 
supraspinatus tendon usually is found. An al- 
most constant observation is the soft crepitus 
noticed beneath the acromion on passive ab- 
duction of the humerus. 

In more extensive tears at the musculotendi- 
nous cuff, the most definite finding is the 
patient’s inability to abduct the arm actively. 
This must be distinguished from inability to 
abduct the arm actively in cases of frozen 
shoulder. In tears of the musculotendinous 
cuff, active abduction is limited, whereas in 
frozen shoulder, both active abduction and 
passive abduction are limited. Distinction from 
injuries to the axillary nerve must be made. 
When this nerve has been injured, atrophy of 
the deltoid muscle is severe and there is usual- 
ly a well-defined area of anesthesia. 

The treatment of extensive tears of the 
musculotendinous cuff is surgical. In some 
cases plastic repair of the cuff can be accom- 
plished by fascial transplants and sutures. 
When the tear is more severe, ardirodesis may 
be necessary to obtain relief from symptoms. 


TENOSYNOVITIS 

I have already indicated that in the early 
stages of the group of conditions called “frozen 
shoulder,” tenosynovitis may be . an important 
part of the underlying pathologic process. In 
some instances it is possible to identify such a 
lesion. Pain along the region of the bicipital 
groove and marked tenderness on pressure 
along the groove, together with pain on exter- 
nal rotation of the head of the humerus, are 
noted in these cases. Rest generally brings re- 
lief from pain tliat is caused by inflammation 
of the tendon or its sheath. Other tendons may 
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be tile sites of inflammation, but none are so 
discrete and vulnerable as the long head of the 
biceps. Tenderness over the tip of the coracoid 
process at times may be the only definite find- 
ing at examination. A diagnosis of localized 
inflammation of the attachment of the coraco- 
brachialis muscle and short head of die biceps 
may be made. 


THE ACROMIOCLAVICULAR JOINT 

Diagnosis — Two lesions of this joint are 
worth noting as causes of shoulder pain: (i) 
separation of the acromioclavicular joint, and 
(2) arthritis of the acromioclavicular joint. 

Separation of the acromioclavicular joint is, 
as a rule, the result of injury, although an oc- 
casional patient may be seen whose condition 
has arisen without injury, apparently the result 
of congenital relaxation of the acromioclavic- 
ular ligaments. The condition generally is 
easily recognized; tenderness is localized to the 
region of the acromioclavicular joint and defi- 
nite relaxation of tiie joint is demonstrated by 
pressure on die acromial end of the clavicle. 
When the condition is acute, there may be ad- 
ditional evidence of injury manifested by local 
swelling and limitation of die ability of the 
patient to abduct the arm actively. When it is 
chronic, the symptoms are variable; sometimes 
only the prominence at the outer end of die 
clavicle is noted, whereas in other instances 
pain and some loss of the patient’s ability to 
abduct the arm are noted. 

Treatmein — When the condition is acute, 
treatment should consist of fixation by means 
of adhesive strapping passed over the shoulder 
and around die flexed elbow, with a pad over 
the outer end of the clavicle to retain its posi- 
tion. In my experience, such a retention strap 
must be applied very carefully and retained 
for a long time in order to be sure of healing 
without some degree of subluxation. Odiers 
have advocated the use of various types of in- 
ternal fixation in acute forms of this condition. 

For patients who have chronic dislocations 
of the acromioclavicular joint, widi a minimal 


amount of symptoms, it is doubtful if any 
treatment is indicated. For those who complain 
of pain and lessened function, surgical repair 
should be attempted. It is not my intention 
here to discuss the various methods of surgical 
repair in use. In many cases it is necessary to 
repair the coracoclavicular ligaments as well 
as the acromioclavicular ligaments. 

Definite arthritis of this joint is seen fairly 
frequently. Such a lesion is manifested by pain 
usually localized to the area of the acromiocla- 
vicular joint, and this pain is aggravated by 
movements of the shoulder girdle. Hyper- 
trophic changes may be visible in the roent- 
genogram. Rest, with applications of heat in 
the form of either hot packs or radiant heat, 
generally relieves the acute painful episodes, 
aldiough the condition often may be chronic 
and pain may recur. Light doses of roentgen 
rays may be helpful. 

OTHER CONDITIONS CAUSING PAINFUL SHOULDER 

Many odier conditions may be found less 
frequently to be causative factors of pain in the 
shoulder. Tumors of the head of the humerus 
and of the scapula as well as of the soft parts 
must be considered, as must old fractures with 
traumatic changes about the shoulder joint, 
acute fractures and any fracture dislocations. 
Fractures of the greater tuberosity of the 
humerus may be unrecognized and cause pain 
in the shoulder when not properly treated. 
Rheumatoid arthritis, tuberculosis, and other 
inflammatory lesions must be considered. I 
have seen several patients with paralysis of the 
scapular group of muscles whose main com- 
plaint was vague pain in the region of the 
shoulder girdle. This is particularly true of 
paralysis of the trapezius muscle after injuries 
to the spinal accessory nerve and in cases of 
paralysis of the serratus anterior muscle caused 
by injury of the long thoracic nerve (Bell). 
Postural strains and occupational strains may 
be, fairly frequently, the cause of pain in the 
shoulder. Such strains are seen where the pa- 
tient’s arm is carried at an awkward angle be- 
cause of some deformity of the elbow. One of 
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the most common symptoms of the complex 
known as “fibrositis” is pain in the suprascap- 
ular portion of the trapezius muscle. Expansion 
of such a lesion along the muscles of tlie shoul- 
der girdle toward the shoulder joint may be a 
common cause of pain in the shoulder. 

I have only briefly touched on the relation- 
ship between shoulder pain and arm pain and 
their relationship, in turn, to lesions of the cer- 


vical part of tlie spinal column. Space does not 
permit a discussion of this subject herein. It is 
sufficient to say that there is a definite interre- 
lationship, and diat differential diagnosis of 
the underlying conditions often is a difficult 
problem. In cases of pain in the shoulder with 
secondary pain in the arm, relief of the arm 
pain will follow relief of the underlying shoul- 
der condition. 
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P SYCHOSOMATIC describes an approach to 
medicine as old as the art of healing itself. 
It is not a specialty but rather a point of 
view which applies to all aspects of medicine 
and surgery. It does not mean to study the 
soma less but to study the psyche more. Its 
subject matter is founded on the important ad- 
vances in physical medicine .as well as on the 
biologically oriented psychology of Freud, 
without whose epochal discoveries no work on 
psychosomatic medicine could be attempted. 

Physicians have always known that the emo- 
tional life has something to do with illness, but 
the structural concepts introduced by Virchow 
led to the separation of illness from the psyche 
of man and a consideration of disease as only 
a disorder of organs and cells. With the con- 
cept of the separation of disease into many 
different ailments came the development of 
specialists to attend to all the distinct diseases. 
With the specialists came the introduction of 
instruments of precision, and the mechaniza- 
tion of medicine began. Medicine now con- 
tented itself with the study of the organism as 
a physiologic mechanism; blood chemistry, 
electrocardiography, and other methods of 
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physical investigation were highly regarded, 
while the psychologic background of the pa- 
tient was often looked down upon, since it 
was considered not so scientific as the results 
of laboratory studies. This period may, in truth, 
be referred to as the “machine age in medi- 
cine.” It is not to be denied that remarkable 
developments have occurred during this period 
of laboratory ascendancy, but it also must be 
admitted that the emotional side of illness has 
been almost entirely neglected. 


PSYCHOSOMATIC PROBLEMS 

Defined as bodily disorders whose nature can 
be appreciated only when emotional factors 
are investigated in addition to physical factors, 
psychosomatic affections can be studied in the 
following manner: 

I. Between the small number of obviously 
psychotic patients and the larger number who 
are sick solely because of physical disease, and in 
whom emotional factors play no part, the phy- 
sician sees a vast number of sick people who 
are not “out of their minds” and yet do not 
have any definite bodily disease to account for 
their illness. Psychosomatic medicine is much 
concerned with the latter group (Group I). 
It is reliably estimated that about a third of the 
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patients who consult a physician fall into this 
classification. These constitute the so-called 
purely “functional" problems of medical prac- 
tice. 

2. Anotlter large group of patients who con- 
sult a physician have symptoms that are in 
part dependent upon emotional factors, even 
though organic changes, of nonpsychogcnic 
origin, are present (Group II). This second 
group is even more important than the first 
from the standpoint of diagnosis and treatment. 
Their psychosomatic problems are often very 
complicated and, because serious organic dis- 
ease may be present, the psychic factor is 
capable of doing more damage to them dian to 
those in the first group. This phase of the sub- 
ject is especially well illustrated by many in- 
stances of organic heart disease. While a 
neurotic with a normal heart may suffer a 
great deal subjectively and may even have 
a disturbance of cardiac function marked by 
various forms of arrhythmia, the heart, certain- 
ly in the majority of such patients, remains 
structurally healthy. But the neurotic patient 
who has organic heart disease may add a real 
burden to the work of his heart, either through 
constant tension of psychic origin or, more 
especially, by means of acute episodes of emo- 
tional origin. This may hasten a cardiac break- 
down which might be indefinitely postponed 
if there were no psychic stress. Thus the psychic 
factors may be even more important than the 
physical in producing incapacity. 

3. Psychosomatic medicine is much inter- 
ested in disorders generally considered wholly 
within the realm of “physical disease,” which 
have to do with the vegetative nervous system, 
such as migraine, asthma, peptic ulcer, and 
essential hypertension (Group 111). It is be- 
lieved that psychic factors may be of great 
importance in their etiology and, of even more 
importance, in their management. 


PRESENT MANAGEMENT 

The illness is "junctional " — How does mod- 
ern medicine handle patients whose problems 
are primarily psychosomatic? When we review 
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our present management we find that the 
patients in Group I are commonly told that no 
organic disease is present and that tlic whole 
thing is “functional.” They are often dismissed 
without further care, only to land eventually 
in the hands of some irregular practitioner or 
quack healer. Certainly in dealing with many 
of diese patients it is necessary to do more than 
assure the patient of the absence of physical 
disease. Nor does it do to dismiss a patient with 
the statement that his illness is “functional.” 
To the physician this term usually means “psy- 
chogenic,” although he does not always admit 
it even to himself. All kinds of twists and turns 
arc taken to avoid the use of the hated term, 
psychogenic. Often “neurogenic” replaces it 
and thus the physician is permitted to cling to 
the notion that somehow there is a physical 
answer to the problem. This point will be dis- 
cussed shortly. 

Sometimes the patient is told that the phy- 
sician does not think that anything is the 
matter, but suspicion is cast upon some organ 
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or system which needs watching and care. For 
example, the patient with symptoms referred 
to the heart region is told tliat his heart is all 
right. Nevertheless, he is cautioned to rest, 
medicine is given, and each time that he visits 
the physician his heart is examined again, or 
his blood pressure is taken. It is impossible to 
eradicate the suspicion of organic disease under 
such circumstances. This point will be consid- 
ered later, but here it may be emphasized that 
in dealing with the majority of functional 
problems we must examine thoroughly, satisfy 
ourselves as to the absence of physical changes 
and then stop examining with the statement, 
“You have no evidence of organic disease.” 

Pathologic curiosities — ^Very frequently, fol- 
lowing diorough study by means of the usual 
medical history, physical examination, and 
laboratory investigation, some “pathologic curi- 
osity”* is discovered which really has nothing 
to do with the illness, but the patient is then 
treated from the standpoint of organic disease, 
and is subjected to unnecessary medical or sur- 
gical treatment, which in many instances inten- 
sifies the neurotic condition. For example, a 
common cause of fatigue is not infection but 
emotional conflict which uses up so much 
energy that little is left for other purposes. A 
patient with chronic fatigue may be studied 
from every possible physical standpoint and 
finally — especially in die presence of long con- 
tinued, low fever — suspicion rests upon mini- 
mal (and obsolete) tuberculosis of the lungs. 
Long periods of rest in bed or sanatorium may 
follow. 

The error in the study of such cases is the 
fixation on physical factors and the absence 
of attention to emotional ‘factors so that the 
physician himself becomes a pathogenic agent 
in helping to fix the neurosis. 

ORGANIC TRADITION IN MEDICINE 

As a consequence of this structural and phy- 
siologic tradidon in medicine, a large number 

*By “pathologic curiosity" is meant some congenital or 
acqu'ircd lesion that has no significance from the standpoint of 
the present illness. 


of physicians pride themselves upon their un- 
willingness to concede the absence of physical 
disease when dealing with an obscure illness. 
In discussing such a patient they are apt to say, 
“but there must be something the matter,” 
meaning that there must be a physical basis 
for the illness. And they furthermore believe 
that future researches along the lines of physi- 
cal medicine will eventually uncover die hidden 
causes — infectious, allergic, endocrine, or meta- 
bolic — responsible for such obscure illnesses. 

Still another group of physicians are willing 
to believe that psychic factors have something 
to do with illness, but they have only a vague 
notion of the part that such factors play. These 
physicians recognize that there is a “neurogenic 
factor” or a “large nervous element” present, 
but they look upon it as a secondary feature 
and probably a consequence of the physical 
disorder. While freely acknowledging the rela- 
tion of psychic causes to such physiologic phe- 
nomena as blushing, weeping, gooseflesh, 
vomiting, and diarrhea, they nevertheless find 
it difficult to believe that more prolonged 
(chronic) disturbances of a physiologic nature 
can possibly be psychic in origin. 

They are the physicians who often remark 
about a patient, “but he doesn’t look neurotic,” 
perhaps imagining that such a patient should, 
by his general apprehension or by evidences of 
physical nervousness, betray the fact that 
neurosis is present. Their approach to the emo- 
tional problem is apt to consist of the question, 
“Are you worried about anything?” Unfor- 
tunately, most neurotics do not betray the neu- 
rosis in their appearance, nor is their emotional 
problem so simple that the direct question, 
“Are you worried about anything?’ will pro- 
duce material of importance. 

T he special point of this presentation is that 
psychosomatic technics of diagnosis and 
treatment must become an integral part of the 
practice of medicine so diat physicians may 
fulfill their promise and meet the challenge of 
present-day medical problems. The enormous 
number of psychoneurotic and psychosomatic 
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problems turned up by the Selective Service 
process and encountered in military medicine 
indicates where the emphasis must be placed 
in the future practice of medicine. It is my be- 
lief that just as World War I established psy- 
chiatry on a firm scientific basis, so will the 
knowledge derived from World War II bring 
about the final integration of psychiatry into 
medicine — in other words, into the practice of 
psychosomatic medicine. 


PSYCHOSOMATIC APPROACH TO DIAGNOSIS 
AND TREATMENT 

If we are to deal effectively with emotional 
problems in illness and disease, physicians must 
be given a basic training and experience in 
psychopathology parallel with and equal to 
their training in tissue pathology. In the same 
manner that a wise and experienced gross 
pathologist makes shrewd guesses from the 
gross appearance of the organs, so may the e.x- 
perienced clinician make shrewd guesses from 
gross distortions of the personality. But he is 
in a much happier position if he knows die 
underlying structure of the personality. Such 
knowledge is now available, and our medical 
schools are gradually beginning to teach it. 
Moreover, this knowledge must become an 
automatic part of medical thinking and of the 
management of patients. 

Therefore, from the moment that the gen- 
eral physician meets his patient he must be 
trying to differentiate or evaluate somatic dis- 
ease, distinguish the early or borderline psy- 
choses, and estimate the role of the emotions in 
producing symptoms. Thus he must be able to 
establish positive data in regard to the person- 
ality structure of the patient — the relationship 
of symptom to conflict and the discovery of the 
secondary gain and of the choice of symptom. 


O F A GREAT number of clinical syndromes 
among psychosomatic disturbances I can 
select only a few for special comment. 

Constipation and headache are among the 
most frequent symptom's confronting physi- 


cians in their daily practice. Probably the most 
commonly assigned cause of headache is con- 
stipation and it is obvious why diis should be 
so. On the assumption that obstruction or ac- 
cumulation leads to absorption of toxins from 
the gastrointestinal tract which may prove poi- 
sonous and that a symptom of such poisoning 
is headache, a great many sufferers from head- 
ache are addicted to the laxative, enema, or 
colonic irrigation habit. We cannot say diat 
there is no such cause of headache, but certainly 
it is overemphasized by both the laity and the 
medical profession and is exploited by drug 
houses and by institutes for colonic irrigations. 
Every physician has had the experience of 
observing patients who are constipated for 
many days and do not have headaches. They 
are also familiar with the headache victim 
whose headache disappears magically just as 
soon as the bowels move — too soon for a physi- 
ologic mechanism to be responsible. 

M. F., a white girl of 19, was first seen in the 
spring of 1942. She complained of constipation 
of several years’ duration, headache, ulcers in 
the mouth, and fatigue. She had never been 
seriously ill and there were no other symptoms 
of importance. 

The general physical examination showed 
no evidence of disease, and it quickly became 
apparent that more important than the symp- 
toms of which she complained was a high degree 
of social anxiety which had interfered with her 
social development. Insecurity in personal rela- 
tionship was related to tlie insecurity of child- 
hood, and the constipation apparently was a 
reflection of the tension growing out of social 
situations, such as competition with a pretty 
cousin. 

The origin of the symptoms was made clear, 
and when she was reassured about the insig- 
nificance of the constipation and was encour- 
aged by the physician, who assumed the role 
of a friendly parent in trying to give her a 
little more self-confidence and urging her to 
cultivate new interests and friends, she im- 
proved remarkably and blossomed out into a 
friendly creature who, in turn, “found every- 
body more friendly.” Incidentally, constipation 
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ceased. During a period of a year and a half 
her progress continued and then suddenly new 
symptoms appeared — vertigo and pain in the 
epigastrium. It was not difficult to ascertain 
that she was again forced to compete with a 
very attractive young woman in a new circle of 
boys and girls in which she felt insecure. A sin- 
gle interview succeeded in pointing out the 
source of anxiety and in giving more reassur- 
ance and more self-confidence. 

Here, without mentioning psychotherapy, 
the physician assumed the parental role and 
took the attention of the patient away from the 
symptom. Reeducation regarding the workings 
of die body and some insight regarding the 
growing pains of delayed emotional develop- 
ment were the basis of the brief psychotherapy. 
There is no question but that this patient will 
have to return from time to time as she en- 
counters new situations. Is it not better, how- 
ever, to treat the patient in this manner than to 
make her dependent on laxatives or enemas 
and perhaps start her on a career of gastro- 
intestinal invalidism? 


A nxiety states with gastrointestinal symp- 
toms are among the most common of all 
psychosomatic problems. The most frequent 
rationalization of anxiety in these problems is 
fear of cancer — cancerphobia, which, in a way, 
represents a crude index to the severity of the 
neurosis. The intensity of the fear, the degree 
of reassurance necessary to resolve it, the fre- 
quency with which it returns, and the capacity 
for enlightenment serve as clues to the differ- 
ential diagnosis between a simple anxiety state 
or a borderline psychosis. In the ordinary case, 
cancerphobia frequently makes its appearance 
at the end of a medical examination when the 
patient laughingly states after reassurance, “I 
am so relieved because I thought I might have 
a cancer.” Brief psychotherapy finds its greatest 
usefulness in the milder anxiety states. Where 
conversion mechanisms are concerned, an ap- 
proach based on “organ language” often per- 
mits a ready access to significant psychological 
material. 


ORGAN LANGUAGE 

This method of helping patients to under- 
stand their symptoms is based upon the sym- 
bolism of symptoms. Patients are told that if 
they cannot find an outlet for tension of emo- 
tional origin by word or action, the body will 
find a means of expressing this tension tlirough 
a kind of “organ language.” The psychopath- 
ology responsible for organ language cannot 
be discussed in detail, but many clinical in- 
stances can be cited. 

For example, if a patient cannot swallow satis- 
factorily and no organic cause can be found, it 
may mean there is something in the life situa- 
tion of the patient that he “cannot swallow.” 
Nausea, in the absence of organic disease, some- 
times means that the patient “cannot stomach”, 
this or that environmental factor. Frequently a 
feeling of oppression in the chest accompanied 
by sighing respirations, again in the absence of 
organic findings, indicates that the patient has 
a “load on his chest” that he would like to get 
rid of by talking about his problems. The pa- 
tient who has lost his appetite and as a result 
has also become severely undernourished — 
so-called “anorexia nervosa,” which in its 
minor manifestations is such a common prob- 
lem — is very often emotionally starved before 
he becomes physically starved. When he learns 
to taste life he will begin to taste food. The 
common symptom fatigue is very often due to 
emotional conflict which uses up so much 
energy that little is left for other purposes. 
Again, emotional tension of unconscious origin 
frequently expresses itself as muscle tension, 
giving rise to aches and pains; sometimes these 
are represented by sharp pains such as atypical 
neuralgia. Thus, I suggest that atypical neural- 
gia of die arm or face may be due to focal 
conflict as well as focal infection. An ache in 
the arm, instead of representing the response 
to a focus of infection, may mean that the pa- 
tient would like to strike someone but is pre- 
vented from doing so by the affection or respect 
that is mingled with his hostility. Itching for 
which no physical cause is found very often 
represents dissatisfaction with die environment 
-which the individual takes out upon himself; 
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martyr-like, he scratches himself instead of 
someone else. “All-gone” feelings in the epi- 
gastrium, “shaky legs,” and even vertigo are 
common physical expressions of anxiety. The 
anxiety attack, so frequently called a “heart 
attack,” a gallbladder disturbance, hyperthy- 
roidism, neurocirculatory asthenia, hyperinsu- 
linism, etc., is still far from being understood 
in general clinical medicine even diough Freud 
described it more than forty years ago. 


GASTROINTESTINAL MANIFESTATIONS 

Only one more point remains before con- 
cluding this part of the discussion — the gastro- 
intestinal tract is, above all other systems, the 
pathway through which emotions are often ex- 
pressed in behavior. Why this is so becomes 
apparent in the study of psychopathology. 

This whole approach can be summed up in 
the following fashion: Understanding illness 
and treating sick people consists of something 
more than a knowledge of disease: it necessi- 
tates looking upon illness as an aspect of be- 
havior. It means that tlie nature of bodily 
disorders can only be appreciated when emo- 
tional factors are investigated in addition to 
physical factors. Such an approach can be ap- 
plied to a wide variety of ailments and can be 
utilized very generally in talking with patients. 
Nor does it require a very high degree of in- 
telligence on the part of the patient to follow 
this simple explanation. Patients in the clinic 
as well as tliose under private care can be dealt 
with in this fashion and the former are just 
as susceptible as the latter to these psychoso- 
matic disorders. 

Much has been written on the subject of 
depression and gastrointestinal manifestation, 
but the general physician cannot be reminded 
too often of the necessity for recognizing the 
mood disturbance underlying the gastrointes- 
tinal symptoms. This is very often true in the 
so-called “colitis” cases. An irritable colon, de- 
pendent upon emotional factors, is the usual 
mechanism, just as it frequently is in "non- 
calculous” gallbladder disease. Suicides, totally 
unlooked for by the general physician, are 


sometimes the sorry aftermath of a long period 
of bowel treatment and gallbladder drainage. 


E ven more complicated are the associations 
between the gastrointestinal tract and the 
cardiovascular system. The following case illus- 
trates some of these problems. 

H. G., a white man of 50, first consulted me 
in 1929. He complained of pain in tire epigas- 
trium, which had made its appearance about 
three years before when he noticed a pressure- 
like sensation. No abnormality was detected in 
the physical examination e.xcept a few bad 
teeth. These were removed and the patient was 
advised to stop smoking. His digestion im- 
proved and he was not heard from again until 
1935, when he complained of fullness after 
meals. Again, no abnormalities were detected 
except slight elevation of the systolic pressure. 
At the same time he spoke of being short of 
breath on exertion, but only after breakfast. 
This again seemed to be a pressure-like sensa- 
tion rather than dyspnea. However, because of 
this symptom special attention was paid to the 
cardiovascular system, but clinical, x-ray, and 
electrocardiographic examination revealed no 
abnormality. When, a short time later, .x-ray of 
the gastrointestinal tract showed typical duo- 
denal ulcer deformity and the possibility of 
additional esophagitis — on the basis of a radier 
spastic esophagus with evidence of hyperactive 
peristalsis — attention was directed away from 
tlie cardiovascular system. 

The patient was a very reserved, passive in- 
dividual with pronounced feelings of inferi- 
ority. He had a neurotic, nagging wife and 
two daughters, one of whom was hysterical. 
Financial difficulties had also played a part in 
his digestive problem. 

With superficial psychotherapy and certain 
general medical measures such as diet and sed- 
ation, he improved somewhat but continued 
to have the pressure-like choked-up feeling, 
especially in the mornings. Between 1938 and 
1941 he was much improved, although the 
symptom never disappeared completely. In 
1941, the symptom was less pronounced, but the 
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blood pressure was elevated and the electro- 
cardiogram showed changes. X-ray study indi- 
cated that the duodenal ulcer was completely 
healed and there was no further evidence to 
suggest esophagitis. Attention once more was 
focused on his cardiovascular system as well 
as upon his psychologic problems. 

His daughter’s marriage had ended in di- 
vorce; his wife was becoming more and more 
difficult, and for the first time he confessed 
that he had been sexually frustrated for years. 

In 1942 he had a slight attack of congestive 
heart failure and was sent to the hospital where 
he made a good recovery. After his recovery 
he remained at home for several weeks but was 
very depressed and complained of headache 
and nausea. His blood pressure had been stead- 
ily rising over the years and he now showed 
persistent hypertension. His daughter wrote to 
me that he was so disconsolate that they did 
not know what to do with him at home and 
urged me to give him a “pep talk.” On his next 
visit to me I talked to him on the necessity of 
cultivating a fighting spirit. He walked out of 
the office apparently feeling better and when 
he got home his family remarked on his bet- 
ter spirits. That night after he retired to his 
room at die usual time, the family heard a 
diump on the floor and ran up to find that he 
had collapsed. Apparently he had died instant- 
ly. Fortunately for my peace of mind he had 
not exerted himself after his visit to me. The 
family assured me that he had done nothing 
different from usual. 

Here was a very passive, inhibited man with 
pronounced feelings of inferiority who com- 
plained of indigestion and pressure under the 
sternum. He was studied carefully to exclude 
heart disease. Duodenal ulcer and esophagitis 
were demonstrated. Emotional factors seemed 
important. The ulcer healed but hypertension 
developed; progressive myocardial changes oc- 
curred; and sudden death happened to follow 
a “pep talk” for depression. 

This case once more emphasizes the impor- 
tance of angina pectoris as a cause of death and, 
further, the difficulties in diagnosis sometimes 
encountered. Because of the negative cardio- 


vascular and the positive gastrointestinal find- 
ings it was decided in the early years of his 
illness that a digestive disturbance, into which 
emotional factors entered, was wholly respon- 
sible for his illness. Later, however, when there 
was evidence that the ulcer had healed and 
there was no longer any suspicior? of esophagi- 
tis and, at the same time, positive evidence of 
cardiovascular disease appeared, the diagnosis 
was reversed, although we could never be cer- 
tain that some functional disturbance of tlie 
gastrointestinal tract on an emotional basis was 
not also present. 

I would like to deal with many other clinical 
syndromes but time permits only the briefest 
mention of a few. Hypoglycemia in relation to 
various symptoms is a frequent diagnosis now- 
adays. Low blood sugar, like low blood pres- 
sure, is often held responsible for a state of 
fatigue when the hypoglycemic state is often 
a part of the mechanism of the psychosomatic 
reaction — the physiologic response to emotional 
stress. Occasionally, indeed, it is a primary de- 
fect as in island tumors of the pancreas, but 
usually it is only a secondary symptom. 

M any patients with fatigue have low fever 
of obscure origin and all die attention is 
centered on finding die cause of the fever. 
Formerly such patients were often thought to 
have early tuberculosis and frequently spent 
long periods in sanatoria. Now chronic brucel- 
losis is apt to be held responsible. 

In dealing with patients of this kind we 
must map out a program of investigation and 
prosecute it actively; then within a certain lim- 
ited time, having assured ourselves that there is 
no organic disease present, we must say to the 
patient, “You do not have organic disease; the 
slight fever is not important; throw your ther- 
mometer away and let us get after the cause of 
fatigue because that is your main problem.” 

More important than searching forever for 
the cause of the fever is to realize that it is not 
the most important part of the problem but 
simply represents one phase of a disturbance in 
the constitutional make-up of the individual. 
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of which the disturbance in the emotional life 
represents another and more important phase. 
It is more important because the patient fre- 
quently derives great benefit from an improve- 
ment in his life brought about by only brief 
psychodierapy. 

Since we are speaking of common disorders 
it is pertinent to add that vitamins are the order 
of the day. Not only are vitamins administered 
in the relatively few conditions for which it has 
been proved that diey are specifically indicated, 
but in addition every obscure illness, physical or 
psychologic, gets its complement of vitamins. 
To the medical profession, which is eager to 
find a physical answer to all medical problems 
and to die gullible public, which wants to 
swallow a magic pill to abolish any and all ills, 
vitamins provide a common solution. The 
“vita” half of the term is not without signifi- 
cance in this connection. Drug houses and de- 
partment stores, candy shops and slot machines, 
peddle vitamins to the extent of many million 
dollars annually — money which would go a 
long way in psychosomatic medical teaching 
and research. Apparently we must exhaust our 
credulity in regard to this cause of illness as we 
have with focal infection and autointoxication. 


THE MALE CLIMACTERIC 

Only a little less abused than vitamins are 
the endocrine products in the present-day prac- 
tice of medicine. With the increased interest of 
the medical profession in endocrinology and 
the exploitation of this interest by pharmaceu- 
tical houses in marketing endocrine products, 
a new flood of lurid literature has crossed the 
physician’s desk on what is termed the male 
climacteric, or, even less aptly, tlie male meno- 
pause. Anything that happens to a man of 50 
that cannot be accounted for on the basis of 
physical disease is nosv apt to be blamed on 
gonadal insufficiency and he tlien gets a series 
of expensive injections of testosterone. It is the 
e.xact counterpart of the problem in the female 
whose every functional illness around the age 
of 45 is blamed on the menopause and treated 
witii estrqgens. How to separate fact from fic- 


tion in these problems is indeed difficult, but 
I submit that we have not yet reached the stage 
where we can accurately treat emotional dis- 
turbances with endocrine products. Perhaps the 
time will come but it is not here yet. Meanwhile 
I recommend scientific psychotherapy in addi- 
tion to, or in place of, endocrine therapy. 

The male climacteric is said to be character- 
ized by nocturnal urinary frequency, fatigue, 
indecision, hot flushes, and decreased libido. 
Other symptoms such as vertigo, mood changes, 
headaches, gastrointestinal symptoms, a feeling 
of inadequacy in undertaking new duties, and 
a tendency to seclusion are sometimes included 
as a part of the syndrome. Most of these symp- 
toms have been conspicuous in the psychoneu- 
roses. Certainly tltey often arise from emotional 
conflict and can be effectively treated by 
psychotherapy. 

R. K., a white man of 53, was first seen in 
1935. He had an acute respiratory illness from 
which he made a quick recovery. The illness 
afforded me the opportunity of getting ac- 
quainted widi the patient. He had always been 
a teacher in a small town and had one son, 
who had referred the patient to me. 

1 did not hear from him again until 1940, 
when he stated that he had been working hard, 
smoking moderately, and taking an occasional 
drink. For the last two or three years there had 
been a gradual diminution in his sex desires — 
“it had never meant much to him.” 

The physical examination was negative ex- 
cept for 3 slight elevation of the blood pressure 
which had not been noted five years previously. 
There was slight tremor, and on further ques- 
tioning tlie patient stated that he had become 
a little more intolerant to heat and somewhat 
irritable. In my note of that visit I observed the 
following familiar, differential diagnostic prob- 
lem with which I was concerned at the time, 
namely, anxiety neurosis, so-called neurocircu- 
latory asthenia, mild hyperthyroidism, and, in 
relation to the whole problem, the question of 
the male climacteric. Laboratory studies were 
negative and his basal metabolism was normal. 

The son told me that his father had been get- 
■ ting more irritable during the past year and 
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suggested that he was worried about the future. 
On that basis I began the discussion, using the 
illustration of “body language” — that dizziness 
and vertigo may be the body’s physical expres- 
sion of insecurity. He said tliat since the new 
governor had come into office a bill had been 
passed forcing the retirement of teachers at the 
age of 62 and in his case this would provide 
only a small pension which would be insuffi- 
cient for him and his wife to live on. He had 
invested all of his money in his son’s education 
and wondered whether die son would be will- 
ing and able to take care of diem. As he dis- 
cussed diis problem he became very emotional 
and it was obvious diat this was the point that 
was disturbing him. I spoke about the son’s 
future and die fact diat he wouldn’t let his 
father down and dien reassured him as to the 
absence of organic disease. 

He remained well for more than diree years. 
Then he began to lose weight and became wor- 
ried and fretful. The physical examination 
showed frequent irregularity in die heart rate, 
and the electrocardiogram indicated evidence 
of early myocardial disease. Otherwise die ex- 
amination was negative and the basal metabo- 
lism was still within normal limits. The patient 
was smoking heavily. His wife’s illness and the 
necessity for looking after her himself “had 
been too much for him.” In addition, his son 
had entered the service and diis had reactivated 
his insecurity. 


H ere was an average man reacting to stress 
and strain by presenting some of the psy- 
chic, sexual, and vasomotor disturbances that 
are sometimes associated at this period of life 
and are now often referred to as the male cli- 
macteric. Whether they should be is not so 
much the question except in so far as such a clas- 
sification affects treatment. In general, it may be 
said diat too much is apt to be blamed on die 
menopause, just as in the woman, and treat- 
ment is apt to be restricted to endocrine prod- 
ucts. In this case very simple psychotherapy did 
a great deal. It was the kind of psychotherapy 
diat any physician should administer. It is sim- 


ply a normal part of the physician-patient rela- 
tionship but it depends upon a knowledge of 
psychopathology. Here, too, we see the neces- 
sity for equal attention to tissue pathology as 
we watch this middle-aged man developing 
degenerative heart disease, which of course will 
also enter into the question of his emotional 
problems to produce indissoluble psychosomatic 
relationships. 


POLYSURGICAL ADDICTION 

The chronic gastrointestinal individual with 
a battle-scarred abdomen of polysurgical addic- 
tion is fortunately not quite so common now 
because surgeons are becoming a little more 
wary of operating for exploratory reasons. 
“The unconscious will to remain sick” is a 
very important consideration in medicine and 
in this kind of patient it is of paramount im- 
portance. Such patients are really eager to be 
operated upon, and in their insistence upon the 
continuous and excruciating nature of the pain 
from which they suffer one can easily under- 
stand how a very sympathetic surgeon may be 
prevailed upon to operate. This is particularly 
true when such patients meet surgeons who 
are not loath to operate. Thus, we can say that 
a willing and even eager patient who derives 
a certain satisfaction from being hospitalized 
and operated upon and a surgeon who is ever 
ready to wield a knife is a very unfortunate 
combination. A great many patients with num- 
erous scars on the abdomen serve as testimony 
to this combination. 

My attention was first called to this impor- 
tant problem many years ago by the following 
case: 

A young woman at the age of 19 had her 
first attack of pain in the right lower quadrant. 
At 20 the appendix was removed. Six months 
later she had a pelvic operation because of pain- 
ful menstruation. At 26 years she had her third 
operation for abdominal adhesions. For the next 
four years she complained more or less con- 
stantly and had been in bed for considerable 
periods because of the pain in the right side. 
Stricture of the right ureter was suspected but 
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not proved and finally, after a great deal of 
hospital investigation, a fourth operation was 
performed in the belief that there was disease 
of the large bowel; however, all organs were 
found to be normal. 

Here, then, was a patient who had been in- 
capacitated for many years and who, during 
this period of time, had been repeatedly sub- 
jected to searching physical investigations and 
many abdominal operations. Wliat the many 
physicians attending her had not discovered, or 
else did not know the significance of, was tliat 
this long illness began shortly after the fourth 
of her five sisters married and this patient 
tliought that she would in all likelihood re- 
main a spinster and would then endure a life 
of drudgery and comparative loneliness. Meek 
and submissive, unattractive and unintelligent, 
she unconsciously turned to illness when she 
found it impossible to compete witli her sisters’ 
superiority. Further personality studies dis- 
closed her very immature emotional develop- 
ment and also confirmed die opinion that die 
sister’s marriage had precipitated an invalid 
reaction in this psychoneurotic individual. 

A GREAT many chronic invalids with mul- 
tiple surgical scars upon die abdomen have 
begun their invalid career with the simple re- 
moval of a so-called “chronic appendix.” For- 
tunately the problem is not now encountered 
as frequently as it was fifteen or twenty years 
ago. At that time operations for pain in 
the right lower quadrant of the abdomen were 
frequently done for “chronic appendicitis,” and 
the pathologist, we may say, played into the 
surgeon’s hands by reporting involutional 
changes in terms of disease. Please do not think 
that I am accusing the surgeon of a deliberate 
deception — quite die contrary — he was deceived 
by his organic training into thinking that he 
could cut out of the body a pain that had its 
origin in the emotional life. I am not going to 
discuss whether there is such a thing as “chron- 
ic appendicitis,” but we certainly know that it 
is not nearly so common as was once believed. 
The question of psychologic preparation for 


surgery is one of the major problems in medi- 
cine. Surgeons are always so careful to prepare 
their patients physically for surgery; they 
would never think of performing a major op- 
eration without knowing diat die cardiovascu- 
lar-renal system had been surveyed; yet they 
rarely consider the personality of die individual 
who is about to be operated upon; how much 
anxiety is present, or what effect a surgical trau- 
matic experience may have upon the personality 
structure. 

We recently had in the hospital ward a 
woman with an enlarged thyroid gland which 
was removed because of “smothering” sensa- 
tions. No effort was made to study her psycho- 
logically. The anatomic problem loomed large 
in the clinical picture but the patient was very 
apprehensive prior to operation and after op- 
eration became completely psychotic. 


SUMMARY 

The main point of this discussion can be 
stated briefly: the study and treatment of ill- 
ness constitutes much more than the investiga- 
tion and eradication of disease. And yet there 
is nothing new or startling in this viewpoint. 
We have heard a great deal in recent years 
about the study of the organism as a whole, 
but for the most part we have been paying only 
lip service to this concept. We have been led 
to believe that the art of die physician — having 
to do with his common sense or intuition — as 
opposed to his science, is sufficient to grasp the 
problems that we have been considering. It is 
not enough. A real understanding of psycho- 
pathology is necessary in order to study the 
emotional life in relation to ill health. In other 
words, the physician must be able to define the 
speeific mental factors producing the illness, 
rather than to be satisfied widi vague general- 
izations about “neurogenic background.” Just 
as we would criticize die physician of today 
who would call all fevers malaria, so we must 
criticize the physician of tomorrow who hints 
vaguely at nervous factors in the background 
of an illness and makes no real effort to under- 
stand the psychic situation. 
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T O THE doctor who is not familiar with 
retrorectal abscess, such a case is a 
formidable problem. The proctologist 
familiar widi the problem can usually diagnose 
the condition at once. If a correct diagnosis is 
not made, subsequent inadequate treatment 
will result in a chronic fistula. This abscess is 
located posterior to die rectum, anterior to die 
lower portion of the sacrum, above the levators 
and below the peritoneal reflection. When the 
examining finger of die gloved hand is passed 
dirough the anal canal and hooked backward 
toward the sacrum in the lower limit of the 
rectum, in nearly every case the diagnosis of 
retrorectal abscess may be made or eliminated. 

The chief hazard of diis abscess is die blun- 
der of making a rectal incision into the abscess. 
The rectal wall is not as thick as is sometimes 
assumed. This abscess may be mistaken for a 
submucous rectal abscess. We have an old rule 
diat we have been teaching for years which 
says, “Abscesses and fistulae do not penetrate 
fascia.” The infection which created the abscess 
did not arrive by penetration of the rectal wall. 

To handle a retrorectal abscess intelligently, 
it is important to understand how die abscess 
arrived in its location. The lack of this knowl- 
edge puts the surgeon in the position where he 
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is likely to make his first and last incision 
dirough die rectal wall into a retrorectal ab- 
scess. The writing of this article was prompted 
by such a case. The patient now has a fistulous 
opening posteriorly in the rectum, plus two 
other openings showing on die skin over the 
ischiorectal fossa. It seems unquestionable that 
die original condition was a retrorectal abscess. 
It is now a fistula with a large, jagged opening 
posteriorly in die rectum and two separate 
openings in die left buttock leading into the 
ischiorectal fossa. The opening of this ischio- 
rectal abscess failed to relieve die patient or to 
clear up his pain. 

A retrorectal abscess coexisting with an 
ischiorectal abscess is not a rarity. The case has 
been cited to emphasize die mistake of open- 
ing such an abscess into the rectum. These are 
not submucous abscesses. 

Retrorectal abscesses originate in a crypt in 
the posterior midline of the anus. The pus, 
under pressure, finds its way backward into 
the anococcygeal triangle. If die path of least 
resistance is then upward between the fibers 
of the levator ani muscles and the posterior 
wall of the rectum at die anorectal junction, an 
abscess will develop posterior to the rectum, in 
the position described in the first paragraph of 
this article. 
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The preceding description should not be in- 
terpreted as meaning that every abscess devel- 
oping in the anococcygeal triangle will extend 
upward, forming a retrorectal abscess. There 
are many things which may happen when pus 
develops in the anococcygeal triangle. It is not 
my intent to cover all such contingencies in 
this article, but rather to endeavor to describe 
the diagnosis and treatment of retrorectal 
abscess. 

It is not commonly understood that the 
retrorectal abscess is also the common type of 
supralevator abscess. A supralevator abscess 
other than a retrorectal abscess is a quite rare 
condition. It seems to be the general impression 
that supralevator abscesses are located to the 
right and left of the rectum above the levator 
ani muscles. Such abscesses, however, arc not 
seen often. The large ones are retrorectal, 
ischiorectal, or, what is quite common, combi- 
nations of the two. 

It is difScult to write about retrorectal abscess 
without discussing ischiorectal abscess, since 
the two are so frequently encountered together. 
The condition in which tlie retrorectal abscess 
is found in combination with ischiorectal ab- 
scess is not generally understood. The diagnosis 
of ischiorectal abscess is simple, but in many 
cases this diagnosis will be incomplete. The 
idea that ischiorectal abscess is an entity and 
is due to “blood-borne infection,” is, in my 
opinion, an inherited, unjustified presumption. 

In the past fifteen yc,Trs, I have seen few 
ischiorectal abscesses tliat did not frankly origi- 
nate in the posterior midlinc of the anus, in 
one of the three or four crypts closest to the 
posterior midline. A considerable percentage of 
these abscesses extend first from the crypt to 
the anococcygeal triangle and tliencc to the 
ischiorectal fossa. Another type, starting from 
crypts slightly to the right or left of the poste- 
rior midline, goes directly to the isehiorectal 
fossae without involving the triangle. Other 
abscesses extend upward from the triangle to 
form a retrorectal abscess, and tlien under back 
pressure and following the line of least resis- 
tance, may arrive in the right or left isehio- 
rectal fossa. 
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The doctor who has cleared up the ischio- 
rectal abscess only to find that he has an internal 
blind fistula in the posterior midline of the 
anus, was deficient in his original diagnosis; 
he is now dealing with a retrorectal fistula. Few 
c.xceptions to the following statement will be 
found: The posterior midline internal blind 
fistula which remains following abscess or 
fistula surgery is the remains of a retrorectal 
abscess. 


I F THE retrorectal abscess is still an abscess, 
tliat is to say, if it has not drained spontane- 
ously, then the first step in the treatment is 
simple. We use local anesthesia almost exclu- 
sively. Low spinal anesthesia is also satisfactory. 

For treatment, an incision is made in the 
posterior cleft, beginning about one-half inch 
posterior to the margin of the anus and ex- 
tending backward as far as is practicable with- 
out damaging the periosteum of the coccyx. 
With a pointed Bard-Parker, the incision should 
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Figure 1 

A. Pelvic diaphragm. 

B. Anus. 

C. Puborecralis portion of levator ani muscle. 

D. The point where pus from an abscess in the post- 
anal space penetrates the pelvic diaphragm to 
form retrorectal (supralevator) abscess. 

E. Pubococcygeus portion of levator ani muscle. 

F. Superficialis and profundus portions of external 
sphincter muscle attached to coccyx. 

G. Attachment of pubococcygeus to coccyx. 

H. Coccyx. 

I. Subcutaneous portion of the external sphincter 
muscle. 

J. Superficialis and profundus portions set aside to 

expose the pelvic diaphragm. 


then be extended upward in the posterior mid- 
line until the abscess is reached and drained. 
If the operator is in doubt regarding the diag- 
nosis, it is quite reassuring to pass a long aspi- 
rating needle upward to the site of tlie abscess 
and aspirate pus. We prefer making these in- 
cisions widi a hot knife, die Post cautery. 

When the abscess is reached, the scalpel or 
hot knife should be turned in such a way that 
an incision will be made crucial at its upper 
limit. This is intended only for that location 
where muscle fibers surrounding the point of 
entry into die supralevator area are likely to 
be separated only by die incision. It seems bet- 


ter diat the incision be made a crucial incision 
at this high point. If the incision is made with 
a knife that is not too hot, the coagulum 
formed by the hot knife may help to some 
extent in delaying the closing of the wound. 
It probably is best not to do anydiing further 
at this first step. The wound should not be 
packed. The patient should be permitted to go 
home for two or three days. He is instructed 
to clean the area with soap and hot water, and 
is further instructed to stay out of bed. He may 
be up and down, but he must not stay in bed. 
Drainage will be more satisfactory if the patient 
is in an upright position a good deal of the 
time. Whether or not penicillin or other chemo- 
therapy is employed is a matter of choice. 

I T MUST now be kept in mind that the anal 
crypt, where primary infection was estab- 
lished, and the channel by which this pus found 
its way into the anococcygeal triangle are still 
present. It is a matter of choice whether or not 
tlie crypt is removed at the time of the primary 
incision. When the crypt is removed, the 
channel which lies above the subcutaneous por- 
tion of the external sphincter will be evident. 

The external sphincter muscle consists of 
three bands of muscle. Two of these bands or 
portions arise at the tip of tlie coccyx, , pass 
around the anus anteriorly, and back to the 
coccyx. The tiiird portion of the external 
sphincter muscle, the subcutaneous portion, is 
the only part of die external sphincter muscle 
which completely surrounds the anus. If this 
anatomy is new to the reader, he will find an 
excellent presentation of the subject in Gorsch’s 
Perineopelvic Anatomy. These newer discov- 
eries of anatomy are the work of Milligan of 
London. Milligan’s presentation supersedes the 
work of Hiller of Milwaukee {Surgery, Gyn- 
ecology and Obstetrics, Vol. 3, No. 5, May 
1931). Milligen’s newer anatomical discoveries 
have allowed us to view our work with much 
greater clarity than we did as a result of Hiller’s 
paper. Milligan’s description of the external 
sphincter justifies the work which we were 
doing before we knew about the anatomy. 
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Figure 2. Incision for recroreccal abscess. 


I T IS just as well to delay the division of die 
subcutaneous portion of the external sphinc- 
ter muscle at the posterior midline. If the 
patient suffers after the original operation, it 
may be found necessary to sever the subcutane- 
ous portion of the external sphincter muscle 
sooner than might be done if the patient is not 
too uncomfortable. If the severing of die sub- 
cutaneous portion of the external sphincter 
muscle can be delayed for a week or two, it 
will be found that the original abscess incision 
will have filled in sufficiently so that the sever- 
ing of the muscle will not permit the wound to 
gape as badly as it might do in some cases if 
the muscle is cut at the time of die original 
abscess incision. This will vary considerably 
with different patients. Another point is that, 
if at any time bleeding should occur in the 
posterior midlinc incision, the wound may be 


packed to control the bleeding without holding 
the edges of the wound apart. There is some- 
times difficulty in getting the posterior midline 
wounds to heal. If the posterior midline wound 
does not heal promptly, it may not heal at all 
until something is done to effect healing. 

If die posterior midline wound is made too 
far in advance of the time when we want it 
to heal, it may become chronic. Furdiermore, if 
the muscle is cut from the fistulous channel 
outward (downward) and is not cut upward 
slightly, diere is a very good chance that the 
wound will not heal. This upward cut is the 
“back-cut of Salmon.” An additional help in 
the healing of this wound is, after Salmon’s 
cut is made upward from the internal opening 
of the channel, to suture the wound togedier 
at its upper limit. 

As is true in most problems in proctology, 
success depends upon a number of little diings. 
Our work is really quite easy, but unless all die 
seemingly minor diings are done, success prob- 
ably will not be attained. This is particularly 
true when dealing with retrorectal abscesses. 
As in most conditions, successful treatment 
depends primarily on correct diagnosis. Any 
treatment other than the correct one is likely 
to result in a worse condition than that which 
originally existed. After die abscess is drained, 
the result and the final healing depend on a 
number of little diings whicli must be done 
expertly. 

Retrorectal abscess is a common proctologic 
condition. Failure in its treatment is evidenced 
by the number of patients who are found who 
have been operated upon and who still have an 
internal blind fistula in the posterior midlinc 
of the anus. This internal blind fistula is nearly 
always due to unsuccessful treatment, or the 
failure to diagnose retrorectal abscess, or both. 
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S EVERAL years ago my two associates, Major 
Geraci and Captain Hirsch, and I studied 
carefully and in detail, over a period of 
six years, 400 cardiacs in the old age group — 
in the later decades of life, ranging from 50 to 
80 years of age. We were looking for the an- 
swer to many questions, such as the following: 

I. What are the most common types of heart 
disease encountered from 50 to 80 years ? 

2. What are the most common and tlie earli- 
est symptoms and physical signs? 

3. How much diagnostic help is afforded by 
the x-ray and the electrocardiograph ? 

4. What is the “Mediate” and “Immediate” 
prognosis particularly in the senile type of 
heart? 

We published the results of our investigation 
in 1942, and they have no place in this discus- 
sion, except that in the course of this survey we 
discovered the following pertinent facts: 

I. Arteriosclerotic or senile heart disease ac- 
counted for 31 per cent of the total 400 patients 
studied, and breaking that figure down, we 
found that patients with myocardial involve- 
ment predominating furnished 18 per cent and 
those with coronary symptoms, 13 per cent. 

‘Clinical Professor of Medicine, Loyola University School 
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2. Hypertensive heart disease was second 
with 28.2 per cent. 

3. Syphilitic heart disease ranked next, with 
20.2 per cent. (This figure was relatively high 
because of the high percentage of colored pa- 
tients in the survey). 

4. Rheumatic heart disease came next with 
12.5 per cent of which the mitral type was 10.5 
and the aortic 2.0. 

5. Thyroid heart disease accounted for 2.5 
per cent. 

6. Cardiovascular renal disease showed 1.6 
per cent. 

7. The percentage of those with no organic 
heart disease was 3.2. 

In other words, if we include both heart 
muscle and the coronary type of heart, then 
the senile or arteriosclerotic type of heart dis- 
ease outranked all others in people from 50 to 
80 years of age. 

I have taken the liberty of quoting this in- 
vestigation, and I make a special point of this 
frequency of arteriosclerotic heart disease in 
the older age group for the following reason: 
Early in 1944 I published a booklet, A Digest 
of Heart Disease, a very elementary treatise. 
It was written specifically for the average doc- 
tor in general practice, for those thousands of 
members of our profession scattered through- 
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out the loi counties of the state of Illinois, as 
a sort of handy reference on heart disease. It 
was reviewed in the Journal of the American 
Medical Association in September 1944; in 
my opinion it was reviewed carefully and quite 
fairly, and I herewith express ray appreciation 
to the anonymous reviewer for taking the time 
out of his busy life. However, in the course of 
that review, the cridcism is made: “Under the 
heading arteriosclerotic heart disease, many 
cardiologists would doubt any common exist- 
ence of the senile heart per se in persons in the 
fifties, for example. Also individuals vary much 
in the aging.” 

The figures quoted by me from our survey of 
400 cardiacs speak for themselves. It is true that 
symptoms and signs of heart muscle failure 
due primarily to senility do not manifest them- 
selves in all old subjects, and that they appear 
as a rule in the later decades, but as the re- 
viewer himself points out, “Individuals vary 
much in their aging.” Accordingly, I repeat 
we can and do encounter this clinical picture 
not too seldom in tlie fifth and sixth decades. 

At the beginning of this discussion let me 
make a few points very clear. I grant that 
senility, particularly as it applies to the heart 
and its vessels, is variable. Some of us show 
symptoms and signs of “senile ectasy" in our 
fifth and sixth decades, others show them much 
later, and many die in their senility of an extra- 
cardiac cause without having experienced any 
heart symptoms. In the course of diis paper I 
intend to enumerate the most common symp- 
toms and signs and the x-ray and electrocardio- 
graphic evidence of those changes when they 
do occur. 


I N CONSIDERING the Senile or arteriosclerotic 
heart, 1 shall discuss it under nvo headings, 
even though clinically they frequently coexist: 
(1) the heart as an organ — its musculature, 
valves, and aorta; and (2) the nutrient vessels 
— the coronary arteries. 

First, the heart itself— what arc the earliest 
and most common subjective symptoms of 
heart muscle insufficiency in senescence? 
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1. Dyspnea may be present, varying in de- 
gree from mild shortness of breath on effort 
to dyspnea while at rest, and orthopnea also 
may occur. The degree of dyspnea of course is 
in direct ratio to the extent of heart muscle in- 
sufficiency or failure, and by “heart muscle” 1 
mean the left ventricle. 

2. There may be heart-consciousness in vari- 
ous forms. For example, (a) consciousness of 
an arrhythmic heart due to auricular fibrilla- 
tion or extrasystoles, either ventricular or 
auricular; (b) a forceful heart, particularly if 
associated with hypertension, or (c) changes 
in rate — a tachycardia — or the consciousness of 
a marked and progressive bradycardia. In our 
survey of 400 hearts in the old age group we 
encountered more “bradycardias” than “tachy- 
cardias” and these were on the basis of a “heart 
block” of varying degree and again purely pan 
and parcel of senility and not due to a previ- 
ous rheumatic myocarditis. Incidcntallv. there 
has been little or nothing in the medical lit- 
erature on this! 
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3. In addition, there may be general symp- 
toms, not entirely on a cardiac basis but with 
the failing myocardium at least partially re- 
sponsible. I have in mind such symptoms as 
general fatigue, gastrointestinal flatulence due 
to impaired portal circulation, ankle edema, etc. 
Theoretically, too, it is possible that some of 
the vague yet consistent cerebral symptoms so 
commonly associated with senility— for exam- 
ple, amnesia, melancholia, etc. — are in part at 
least attributable to a failing circulation with 
the senile myocardium responsible, even though 
sclerosis of the cerebral vessels and brain 
changes are mainly responsible. 

W HAT are the most common physical 
changes encountered in senile hearts? 

I. The contour or shape of the heart is al- 
tered, with an increase or spread in the left 
ventricle as certified by the x-ray and a gradual 
widening of the sclerotic aortic arch. 

2. There are soft murmurs, systolic in time, 
over the aorta and the apex. The former is 
probably on an arteriosclerotic basis; the latter 
is relative, owing to a spread of the left ventric- 
ular musculature. 

3. Heart tones are soft and distant owing 
to loss of muscle tone. 

4. The rate is frequently altered, eidier in- 
creased or markedly slowed. 

5. The rhythm is commonly altered or dis- 
turbed, either in the nature of an auricular 
fibrillation or ectopic beats of one variety or 
another. 

6. The blood pressure is not constant and 
there is no definite rule. In our experience a 
moderate hypertension and a mild hypotension 
are about evenly divided. 

7. The electrocardiograph is of considerable 
diagnostic and prognostic value, particularly 
if it is run serially at fairly frequent inter- 
vals. It demonstrates and certifies not only 
changes in rhydim, but a progression of heart 
muscle change in die gradual distortion of the 
initial deflection. 

The outlook, both mediate and immediate, 
in senile heart muscle insufficiency and even in 


impending failure is remarkably favorable 
under careful management. 

The treatment of senile heart-muscle insuf- 
ficiency resolves itself around heart-muscle rest 
and active heart-muscle support. No definite 
routine can be laid down for the former except 
that each individual must be taught to stay 
within his energy quotient, by which I mean 
that the symptoms of dyspnea and heart- 
consciousness must serve as a guide. Individuals 
vary. Some can work and play and lead rela- 
tively strenuous lives short of symptoms. Others 
are limited in their capacity. All must, if pos- 
sible, while active, remain symptom-free. 
Active heart-muscle support means, of course, 
digitalis. I believe most cardiologists have 
“about-faced” in the recent past on tlie useful- 
ness of digitalis in senile hearts. Time was, not 
so long ago, when digitalis was considered a 
drug useful largely in the presence of acute 
decompensation. That it has prophylactic and 
actual value as a heart-muscle support in senile 
hearts and that its long-continued use builds 
up these senile hearts, I am convinced. 

So much for the arteriosclerotic or senile 
heart-muscle, which brings us to a considera- 
tion of the coronary arteries. Now I appreciate 
that this of itself is a huge subject, and that it 
cannot be covered hurriedly, but I should like 
to give briefly a few general impressions. 

Coronary artery disease is part of the process 
of senility. I grant that it occurs in early life 
but, basically and pathologically, coronary dis- 
ease is part of the pottage of senility. Exclusive 
of those instances resulting from hypertension, 
syphilis, and those of embolic origin, the bulk 
of coronary disease is due to arteriosclerosis, 
more specifically atherosclerosis, and therefore 
is a senile form of heart disease. Furthermore, 
since coronary disease is due to arteriosclerosis, 
its pathology is progressive and so it seems to 
me we see it clinically too. 

I should like to present coronary disease to 
you as a clinically progressive situation and 
discuss it under three heads: (i) angina of ef- 
fort, (2) acute occlusion with myocardial in- 
farction and necrosis, and (3) status angiosus. 

Clinically, angina of effort, it seems to me, is 
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the earliest expression of coronary disease, and 
the pain or distress or dyspnea or strangulation 
is the result of a temporary coronary insuffi- 
ciency. There is some evidence that the initial 
pain of angina of effort speaks for a previous 
mild heart-muscle infarction. The clinical pic- 
ture of angina of effort is so well known it 
hardly merits description. The sudden onset of 
precordial distress, usually following physical 
effort or mental excitation, with classical refer- 
ence into the jaws or tlie arms, unassociated 
with shock, and quickly relieved by coronary 
dilators or postural rest, is not very readily con- 
fused. It usually leaves the individual none the 
worse for his episode. The immediate manage- 
ment calls for no comment. Its duration is quite 
brief and corrects itself. However, the prophy- 
lactic management is another matter. If these 
attacks recur at frequent intervals, they predi- 
cate, in my opinion, a progressive pathology 
and an impending acute occlusion with infarc- 
tion and call for a period of complete rest and 
careful observation. 

The second stage in the clinical and patho- 
logical progress of coronary disease is acute 
occlusion with myocardial infarction and 
necrosis. The clinical picture is something like 
this; 

1. As a rule the patient’s history reveals pre- 
vious milder symptoms of coronary insuffi- 
ciency, possibly one or more seizures of angina 
of effort. 

2. The mode of onset is usually sudden, 
either while at rest or following physical effort. 

3. The physical signs arc usually character- 
istic. A sudden onset of severe pain, dyspnea, 
or strangulation is almost always associated 
with shock and prostration. The heart itself is 
considerably disturbed, the rate being usually 
rapid, the rhythm usually irregular, and the 
volume very poor. There is a drop in blood 
pressure and an elevation of temperature — 
because of the inflammatory process in tlie 
myocardium — and the individual is desperately 
ill and senses it. The electrocardiogram in most 
instances shows a coronary pattern with dis- 
torted and inverted T waves within twenty- 
four to forty-eight hours. 


4. The prognosis regarding not only life but 
capacity, both physical and mental, is good if 
properly and adequately managed; it depends, 
of course, upon the degree of infarction and 
necrosis. 

A t this point I wish to express forcibly a 
personal opinion about the management of 
acute myocardial infarction on the background 
of acute coronary thrombosis. There have ap- 
peared recently in medical literature articles 
decrying the need for prolonged bed rest in 
the management of myocardial infarction due 
to acute coronary occlusion. For example, quot- 
ing verbatim from a recent article,* the sum- 
mary reads as follows: 

“A review of some recent experimental evi- 
dence and certain clinical considerations leads 
to the following general conclusions: 

“i. Extreme restriction of body movement 
causes increased mortality in animals with 
experimental myocardial injury. 

“2. There is no proof that rest in bed carried 
out for many weeks after symptoms have dis- 
appeared is of value in the physical manage- 
ment of the patient with congestive failure, 
angina pectoris, or myocardial infarction. 

“3. From the psychic standpoint there is a 
definite disadvantage in the enforcement of a 
rigid regimen after the acute phase of the ill- 
ness. 

“4. Until more definite information is avail- 
able, tlie following tentative suggestions are 
offered for a plan of treatment which obviously 
requires modification according to the status 
of the individual patient: 

“(a) Persons with congestive heart failure 
should be allowed out of bed for several hours 
a day, as soon as severe dyspnea at rest has 
subsided. 

“(b) Following myocardial infarction, re- 
cumbency should not be prescribed for a longer 
period than two or three weel^s after the more 
acute and alarming symptoms have subsided. 
The recumbent position should not be enforced 

•Harrison, Tmslcj’ R.: Abuse of rest as a tlicrapcutie meas- 
ure for palicnis with carchnvascubr dueasc. |.A.M.A. I25:i(» 
(Aug. ig) 19,^.;. 
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on patients who are more comfortable sitting. 
Other things being equal, it would appear 
wise to allow elderly patients out of bed sooner 
than younger ones. 

“(c) Rest in bed more than a day or two at 
a time probably has no place in the treatment 
of angina pectoris except in those patients who 
are especially liable to develop in the imme- 
diate future myocardial infarction, as indicated 
by increasingly frequent and prolonged at- 
tacks at rest. 

“(d) In all patients with the severe forms 
of heart disease, activity should be kept below 
the symptomatic threshold, i.e., should be less 
than that amount which induces dyspnea or 
pain.” 

N ow I cannot subscribe to this theory of 
drastic curtailment of absolute bed rest 
following acute myocardial infarction, and I 
take issue particularly on the following points. 

I feel strongly there is a tliree-point proof 
that this period of bed rest should extend into 
and beyond a minimum of six weeks ; 

I. Clinical proof: The instances of the return 
f of symptoms directly attributable to the acute 
myocardial infarction, such as particularly dysp- 
nea and pain, after not just a few weeks but 
a montli, and in some instances even longer, 
are not isolated or exceptional instances but 
are encountered frequently. This is a potent 
argument in my opinion against the advocated 
early resumption of physical activities. 

2. Electrocardiographic certification: The di- 
agnosis of myocardial infarction due to coronary 
occlusion is arrived at largely clinically. Yet 
die electrocardiographic pattern also is very 
helpful, and in many instances not only cor- 
roborates but certifies the diagnosis. And this 
certification takes not a few weeks but often 
several months of absolute bed rest to revert 
to a normal pattern. 

3. Postmortem evidence: Impressive statis- 
tics have accumulated in the past decade to 
show that an acute myocardial necrosis on the 
background of a coronary occlusion requires 
considerably more than a few weeks for ade- 
quate cicatrization. 


Furthermore, in my opinion, it is unsafe and 
illogical to establish die advent of dyspnea and 
pain as a criterion for the degree of activity to 
be allowed a person with an acute infarction. 

I grant that the management of acute coro- 
nary thrombosis with resultant myocardial in- 
farction must be personal and individualistic, 
but it must be based on an adequate minimum 
of absolute rest, which to repeat, in my opinion, 
is not two or three weeks, but that many 
months. 

As a supplement to rest, physical and men- 
tal, the management of acute infarction due to 
acute coronary thrombosis is largely sympto- 
matic: oxygen for dyspnea, coronary dilators, 
sedatives, soft bland food, heart-muscle support 
with digitalis used caudously in the presence of 
impending acute failure, etc. Because acute 
myocardial infarction due to coronary throm- 
bosis is so frequently encountered, because in 
my opinion the detailed management is so im- 
portant, and again because the proper care 
influences so markedly the prognosis, I should 
like to digress at this point to a summary of 
the proper and adequate care of this dramatic 
clinical entity. 

1. The individual with (pathologically) a 
myocardial necrosis due to an acute closure of 
a coronary vessel needs immediate and ade- 
quate rest — absolute bed rest — not just several 
weeks, or a week or ten days beyond die disap- 
pearance of his symptoms of heart-muscle em- 
barrassment, but, depending upon the degree 
or size of his infarction, one or two or more 
months. 

2. His return to physical and mental activity 
should be gradual and guarded. 

3. His diet should be bland, soft, and easily 
digestible; it should be given in small quantities 
and in frequent feedings. 

4. In the presence of dyspnea he requires 
oxygen. The method of administration is a 
matter of choice — the tent, if dyspnea is ex- 
treme, the mask or catheter, if less pronounced. 

5. Coronary dilators — ^intravenously or by 
moudi — serve' a definite purpose and can safely 
be started early in the course of the manage- 
ment of the patient. 
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6. Sedation is of utmost importance. The 
type or kind is irrelevant. It may call for opi- 
ates and shade off into tlie barbiturates. 

If coronary disease has as its basic pathology 
atherosclerosis (excluding those instances due 
to hypertension, syphilis and those of embolic 
origin), then certain other premises follow 
quite logically: it belongs primarily to the later 
decades of life and it is progressive, culminat- 
ing in some instances and in some individuals 
with a very marked limitation of physical and 
mental potentialities in a state of status an- 
giosis. Here we are, in my opinion, dealing 
with a chronic progressive end result. 

The prognosis of status angiosis will vary 
naturally with the stage or degree of general- 
ized sclerosis and atheromatosis. The manage- 
ment concerns itself largely with maintaining 
such an individual within his energy potentials 
through rest and coronary dilators. 


I N CONCLUSION, I sliould like to leave die fol- 
lowing impressions with you concerning 
coronary disease: 

I. Most so-called instances of angina pectoris 
have sustained previous occlusions. 

2. Coronary disease is a disease of senility, 
in spite of the not too infrequent instances in 
early life. 

3. Pathologically it is due to arteriosclerosis 
and more specifically, atherosclerosis. 

4. It is progressive and frequently culminates 


as “chronic coronary insufficiency.” 

5. The pain, discomfort or strangulation is 
in all instances due to varying degrees of coro- 
nary insufficiency and a resultant myocardial 
ischemia. 

6. The clinical diagnosis of “acute myocar- 
dial infarction” is based upon prolonged cardiac 
pain plus evidence of heart-muscle necrosis. 

7. In early life the first segment of the left 
coronary is most frequently involved because 
it turns at almost a right angle. 

8. In later life, the right coronary is occluded 
as frequently as the left. 

9. More sudden deaths are due to left coro- 
nary lesions than to right. 

10. Paradoxically, anastomoses between coro- 
nary vessels increase progressively with age. 

11. Exceptional instances of advanced coro- 
nary sclerosis in very youthful individuals from 
the ages of 12 to 30 are encountered clinically 
and in the literature, proved by autopsy. 

12. In youdiful individuals, pathologically 
the thrombus is usually a vascularized, soft 
mass; in the old, the thrombus is calcified; and 
in middle age, it shows a combination of the 
two. 

13. I have described a very definite clinical 
entity, which I see and you see frequently and 
constantly. Possibly I have theorized a bit, and 
perhaps some of my statements, particularly 
those applying to coronary disease, have not 
been certified, yet in their entirety they present, 
I believe, a true and important picture. 
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I N THIS paper we shall review the indications 
for operation upon the stomach. For the 
sake of brevity, the discussion will be limited 
to benign ulcerative lesions of tlie duodenum. 

Today the internist and the surgeon are in 
almost complete agreement that four-fifths of 
tlie patients with duodenal ulcer can be quite 
successfully treated by medical management 
I alone. The indication for surgical intervention 
■ occurs only in complications of duodenal ulcer. 
In either medical or surgical management tlie 
gastric acidity must be controlled if the dierapy 
is to be successful. That ulcers may in rare cases 
persist and even recur in face of a low acid is 
an established fact, so all other factors must 
likewise be controlled if possible. This situation 
obtains after surgery as well as it does on medi- 
cal dierapy. Surgery, after all, is not a cure-all 
for ulcer. 

When we discuss the indications for surgery 
we must bear in mind that surgery is offered 
as the lesser of two evils, the patient having 
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arrived at a point where medical management 
alone does not suffice; either it does not ade- 
quately protect die patient’s life, or it does not 
adequately relieve him of symptoms. 

Where to draw the mythical line between 
medical and surgical treatment is difficult in 
many cases, but certain principles based on re- 
sults can at least act as guideposts to a proper 
decision and save the patient from becoming 
too great a surgical risk or enduring needless 
symptoms over a long period of dme. 

Surgical intervention is indicated in duodenal 
ulcer in cases of perforation, and in certain 
cases of obstruction, hemorrhage, and intracta- 
bility under medical management. 

Acute perforation widi ulcer is recognized 
by all as being a surgical emergency and is an 
out-and-out indication for surgery. The inci- 
dence of perforation is quite high, occurring in 
about 10 to 20 per cent of patients who are ad- 
mitted with ulcer to large hospitals. It is signifi- 
cant, however, that even though most of these 
patients have symptoms for from one to five 
years prior to their perforation, only lo or 20 
per cent of these cases have been under previ- 
ous ipedical management. In other words, in 
the face of proper medical care the incidence 
of perforation is low-. 

To consider the indications for surgery in 


30 



GASTRIC surgery; LARSEN 


3 


the presence of obstruction, let us review a case. 
The patient’s history is briefly this. She is thirty- 
nine years of age and she recently entered the 
hospital complaining primarily of vomiting. 
She dates the onset of her symptoms to 1941, 
at the time of the birth of her last child. At that 
time she v'omited a lot before and after die de- 
livery of the baby. After a period of about two 
or three months of illness she was relieved of 
symptoms. Then symptoms recurred, with 
vomiting and severe abdominal pain. The pain 
was to the right of the midline in the upper 
abdomen. The pain was worse after the noon 
meal and at night and was not relieved by food. 
Soda seemed to help some. The night pain was 
extreme and could be relieved only by forced 
vomiting, which gave temporary relief. 

These symptoms lasted for several weeks and 
then she passed some black, tarry stools, and 
was relieved of pain. She remained quite well, 
except for some night pain, until fall. She had 
another attack which was just like the previ- 
ous one, and this lasted until she was operated 
upon in January 1942 for what was thought to 
be gallbladder disease. The gallbladder was 
found to be normal and a penetrating duodenal 
ulcer was found. 


W E MIGHT digress for just a moment to 
dwell upon one point. The surgeon who 
did the operation had the case referred to him 
by a very good medical man. The surgeon is a 
good surgeon. They made an error which is not 
infrequently made. The patient’s history up to 
this point could very well have been gallblad- 
der disease rather than ulcer, if it were not for 
her tarry stools. Tliat point in the history was 
probably overlooked. Cholecystograms, of 
course, were done before her operation and 
they failed to fill. It was thought tliat she had 
a nonfunctioning gallbladder. 1 think the point 
should be made that in the case of active duo- 
denal ulcers, the cholecystogram may be un- 
reliable. If the history is confusing, the patient 
should also have a gastric series as well as a 
cholecystogram. 

Nevertheless, the abdomen was closed at 
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that time and she was placed on a strict medi- 
cal regimen which made her symptom-free, 
except for night pain, for about a year. Since 
then she had recurring attacks coming on 
usually in the spring and fall, which is quite 
characteristic. Her periods of relief became pro- 
gressively shorter and her night pain was al- 
most constant and at times almost unbearable. 
Vomiting was a prominent symptom. She went 
from doctor to doctor, and had nothing more 
than temporary relief. 

In June 1946, following severe symptoms 
which began early in the spring, she was ad- 
mitted to the hospital and found to have almost 
complete retention. Her doctor placed her on 
a medical regimen, and after three weeks she 
tolerated soft foods. X-rays revealed a deform- 
ity of the duodenum but no niche. 

On discharge from the hospital, symptoms 
promptly recurred and persisted until she was 
again admitted to the hospital in late Septem- 
ber. During that time she lost forty to fifty 
pounds. 
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I N THIS paper we shall review the indications 
for operation upon the stomach. For the 
sake of brevity, the discussion will be limited 
to benign ulcerative lesions of the duodenum. 

Today the internist and the surgeon are in 
almost complete agreement that four-fifths of 
the patients with duodenal ulcer can be quite 
successfully treated by medical management 
alone. The indication for surgical intervention 
occurs only in complications of duodenal ulcer. 
In either medical or surgical management the 
gastric acidity must be controlled if the therapy 
is to be successful. That ulcers may in rare cases 
persist and even recur in face of a low acid is 
an established fact, so all other factors must 
likewise be controlled if possible. This situation 
obtains after surgery as well as it does on medi- 
cal therapy. Surgery, after all, is not a cure-all 
for ulcer. 

When we discuss the indications for surgery 
we must bear in mind that surgery is offered 
as the lesser of two evils, the patient having 
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arrived at a point where medical management 
alone does not suffice; eitlier it does not ade- 
quately protect the patient’s life, or it does not 
adequately relieve him of symptoms. 

Where to draw the mythical line between 
medical and surgical treatment is difficult in 
many cases, but certain principles based on re- 
sults can at least act as guideposts to a proper 
decision and save the patient from becoming 
too great a surgical risk or enduring needless 
symptoms over a long period of time. 

Surgical intervention is indicated in duodenal 
ulcer in cases of perforation, and in certain 
cases of obstruction, hemorrhage, and intracta- 
bility under medical management. 

Acute perforation widi ulcer is recognized 
by all as being a surgical emergency and is an 
out-and-out indication for surgery. The inci- 
dence of perforation is quite high, occurring in 
about 10 to 20 per cent of patients who are ad- 
mitted with ulcer to large hospitals. It is signifi- 
cant, however, that even though most of these 
patients have symptoms for from one to five 
years prior to dieir perforation, only lo or 20 
per cent of these cases have been under previ- 
ous rnedical management. In other words, in 
die face of proper medical care the incidence 
of perforation is low-. 

To consider the indications for surgery in 
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the presence of obstruction, let us review a case. 
The patient’s history is briefly this. She is thirty- 
nine years of age and she recently entered the 
hospital complaining primarily of vomiting. 
She dates the onset of her symptoms to 1941, 
at the time of the birth of her last child. At tliat 
time she vomited a lot before and after the de- 
livery of the baby. After a period of about two 
or three months of illness she was relieved of 
symptoms. Then symptoms recurred, with 
vomiting and severe abdominal pain. The pain 
was to the right of tlie midline in the upper 
abdomen. The pain was worse after the noon 
meal and at night and was not relieved by food. 
Soda seemed to help some. The night pain was 
extreme and could be relieved only by forced 
vomiting, which gave temporary relief. 

These symptoms lasted for several weeks and 
then she passed some black, tarry stools, and 
was relieved of pain. She remained quite well, 
except for some night pain, until fall. She had 
another attack which was just like the previ- 
ous one, and this lasted until she was operated 
upon in January 1942 for what was thought to 
be gallbladder disease. The gallbladder was 
found to be normal and a penetrating duodenal 
ulcer was found. 


W E MIGHT digress for just a moment to 
dwell upon one point. The surgeon who 
did the operation had the case referred to him 
by a very good medical man. The surgeon is a 
good surgeon. They made an error which is not 
infrequently made. The patient’s history up to 
this point could very well have been gallblad- 
der disease rather than ulcer, if it were not for 
her tarry stools. That point in the history was 
probably overlooked. Cholecystograms, of 
course, were done before her operation and 
they failed to fill. It was thought diat she had 
a nonfunctioning gallbladder. I tliink the point 
should be made that in the case of active duo- 
denal ulcers, the cholccystogram may be un- 
reliable. If die history is confusing, the patient 
should also have a gastric series as well as a 
cholccystogram. 

Nevertheless, the abdomen was closed at 
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that time and she was placed on a strict medi- 
cal regimen which made her symptom-free, 
e.xcept for night pain, for about a year. Since 
then she had recurring attacks coming on 
usually in the spring and fall, which is quite 
characteristic. Her periods of relief became pro- 
gressively shorter and her night pain was al- 
most constant and at times almost unbearable. 
Vomiting was a prominent symptom. She went 
from doctor to doctor, and had nothing more 
than temporary relief. 

In June 1946, following severe symptoms 
which began early in the spring, she was ad- 
mitted to the hospital and found to have almost 
complete retention. Her doctor placed her on 
a medical regimen, and after three weeks she 
tolerated soft loads. X-rays revealed a deform- 
ity of the duodenum but no niche. 

On discharge from the hospital, symptoms 
promptly recurred and persisted until she was 
again admitted to the hospital in late Septem- 
ber. During that time she lost forty to fifty 
pounds. 
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In this case a subtotal gastric resection was 
done. The duodenal side of the pylorus was 
found to be markedly scarred and constricted. 
She has been symptom-free since her operation 
and should remain so. Her free acid at the 
present time is absent except after stimulation 
witli histamine. 

Some things in this patient’s history are 
worthy of mention. In the first place, vomit- 
ing has always been a prominent symptom in 
her case, and that usually points to an ulcer in 
the region of the pylorus. Patients who have 
ulcers close to tire pylorus usually do poorly 
on medical management. She also had a lot of 
back pain. Back pain in ulcer indicates a pene- 
trating ulcer of the posterior wall of the duo- 
denum. These cases likewise tend to do poorly 
on medical management. Night pain has al- 
ways been an important and a very severe 
symptom in tliis patient. The fact that night 
pain persisted even when her daytime pain was 
relieved indicated that under medical manage- 
ment her night acidity was never under control 
and she probably also had retention at night. 

At the time of her admission to the hospital 
in June 1946, it could not be definitely told 
whether or not diis patient was suffering from 
spasm and edema which caused her obstruc- 
tion or whetlier she had a cicatricial obstruc- 
tion. In the light of her recent severe symptoms 
it very possibly could have been a temporary 
thing, but in die light of symptoms going back 
for five and a half years it would seem more 
likely that it was due to scar. 

Usually in patients who vomit a great deal, 
such as this patient did, die thing that causes 
die obstruction at first is spasm; then it is prob- 
ably spasm plus edema; but when it goes over 
a period of five and a half years it usually is 
scar because of the frequently recurrent or per- 
sistent inflammatory process. 

After long-standing obstruction of die stom- 
ach most padents run a low acid and do very 
well after so-called conservative surgical pro- 
cedures. This is particularly true in patients 
over fifty or sixty years of age. Their gastric 
acidity usually is very low. In young patients, 
however — and you may note that this patient 


was thirty-nine — diere seems to be a definite 
tendency for the acid to go back to higher 
levels after the obstruction is relieved. For this 
reason I believe that in people in the younger 
age group, an extensive gastric resection should 
be done if it is technically not too difficult to do. 

To summarize obstruction cases, let us say 
that all cases of cicatricial obstruction require 
surgery and that many cases of recurrent ob- 
struction require surgery on the basis that their 
prognosis under medical management is poor 
and that eventually they will have to have sur- 
gery, so it should be done before they are poor 
surgical risks. Whereas conservative procedures 
may suffice for those beyond fifty or sixty years 
of age with a long history and a low gastric 
acidity, extensive gastric resection is indicated 
in younger patients because of the tendency of 
the gastric acidity to rise after the obstruction is 
relieved. 

T o CONSIDER another indication for surgery, 
hemorrhage in duodenal ulcer, let us con- 
sider the case of a woman sixty years old. She 
was admitted to the hospital in obvious shock 
due to hemorrhage. Her bleeding had begun 
three days before admission, without any warn- 
ing symptoms of pain or discomfort. She quite 
suddenly passed a large stool of liquid blood, 
very dark in color. She also vomited blood. She 
felt pain and was weak. She perspired freely 
and was tliirsty. She continued to pass black, 
tarry stools and some liquid stools of dark 
blood. She absolutely refused to go to the hos- 
pital until three days after tire onset of bleed- 
ing because she had had previous hemorrhages 
and they had all stopped spontaneously. Six- 
teen years previously she had bled, apparently 
quite severely, following some right upper 
quadrant pain. At that time x-rays were taken 
and they revealed a duodenal ulcer and also 
gallstones. She had three more very severe 
hemorrhages and several minor hemorrhages 
during the intervening years, with no other 
symptoms except occasional right upper ab- 
dominal pain, which she attributed to her gall- 
bladder since she knew she had gallstones. Her 
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pain was unrelated to food. 

On admission to the hospital she was imme- 
diately given a transfusion. Her red blood 
count was 2,480,000 and her hemoglobin, 34 
per cent. Several hours later her red count 
dropped to r, 660, 000, her hemoglobin to 22 
per cent. 

During a period of forty-eight hours this 
patient was given over 3500 cc. of blood and 2 
units of blood plasma, but her condition be- 
came steadily poorer and she died. 

Bear in mind that this patient had apparent- 
ly bled for three days before she came to the 
hospital. At the time she was first seen by a 
surgeon she had been too ill for too long a 
time to justify an attempt at surgery. This 
opinion was concurred in by two surgeons. 

In this case the question is, would surgery 
have been indicated if the patient had come to 
the hospital on the first or second day of her 
hemorrhage.^ I believe so. In the first place, 
she had a known ulcer, she had bled before, 
and tlie presence of ulcer had been established 
by x-ray. She did not have cirrhosis of the liver, 
which would account for bleeding from eso- 
phageal varices. She had had a long history of 
bleeding so that it was quite evident she was 
not bleeding from carcinoma. The diagnosis 
was very definitely established. The hemor- 
rhage also was definitely massive. She bled a 
large quantity. She was sixty years old. In this 
age group people with severe massive hemor- 
rhage have a mortality of about 33 per cent. 

If the case were in the hands of a capable 
surgeon accustomed to doing gastric resection, 
with blood available for transfusions during 
and after surgery, and if the surgery could 
have been done within a reasonable period, 
preferably within forty-eight hours, the risk 
should not have been more than 10 per cent in 
this patient. However, if a skilled surgeon and 
the other facilities are not available, the surgi- 
cal mortality, of course, can approach the mor- 
tality of medical dierapy. 

It is worth pointing out that the fact that this 
patient had bled before did not protect her 
from a fatal hemorrhage, though she was quite 
confident that it would. It should be borne in 


mind by us doctors, however, that a fatal 
hemorrhage can just as well be the first hemor- 
rhage. As a matter of fact, over half of tlie peo- 
ple who bleed to death, bleed to death at the 
time of their first hemorrhage from duodenal 
ulcer. Although immediate surgery in severe 
massive hemorrhage is indicated in people be- 
yond fifty or so, on tlie basis of statistics that 
have been carefully accumulated in large hos- 
pitals, it is just as true that patients under forty- 
five or fifty should be treated conservatively. 
Death from hemorrhage in the younger age 
group is not common. This accounts for the 
fact that most doctors treat hemorrhage from 
ulcer quite lightly. Many men with extensive 
practices have never seen a patient bleed to 
death. After all, most people who bleed from 
hemorrhages or who have hemorrhages in 
ulcer are in diis younger age group and they do 
well and should not be operated upon, but we 
surely should bear in mind that the older pa- 
tient with sclerotic vessels carries a high mor- 
tality with his bleeding, and surgery should be 
definitely considered. 


I s SURGERY indicated after recurrent hemor- 
rhage.’’ Let us consider the case of Mr. G. He 
denies any symptoms until ten years ago. He 
then experienced rather sharp, cramping pains 
in the epigastrium, which radiated to tlie right 
upper quadrant. The severe pain was relieved 
by vomiting, which he forced himself to do. 
Food temporarily relieved his pain. He did not 
experience night pain. He had no tarry stools 
and no evidence of blood in his vomitus. He 
was placed on a diet by his doctor which re- 
lieved him of all symptoms within two months. 
He remained symptom-free for about five years 
and then experienced pain in his right upper 
abdomen for about two days, seemingly unre- 
lated to food, and then began to vomit blood. 
He vomited large amounts of coffee-ground- 
like material three or four times and also passed 
three or four black or dark-red, liquid stools. 
He felt weak and faint. He was soon symptom- 
free and remained so until his most recent epi- 
sode. This occurred about one month ago when 
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he was readmitted to the hospital following an 
acute hemorrhage. He denies any warning 
symptoms of any kind, and had no pain dur- 
ing this five-year interval. He has been com- 
pletely free of any type of pain before or after 
the onset of his bleeding. 

On admission to the hospital his blood pres- 
sure was 84/50. He was obviously in shock. He 
was given 500 cc. of blood immediately and 
his blood pressure rose to 122/80. Within three 
hours his pressure had again fallen to 82/40, 
with a pulse rate of 118. He was restless, he 
was pale, and he passed a large stool of bright 
red blood. His blood count was taken again 
and it was 1,870,000; his hemoglobin was 33 
per cent; and his blood pressure fell to 66/40, 
following which it gradually improved and 
reached 100 systolic after about sixteen hours 
in the hospital. There was no further evidence 
of hemorrhage. 

X-rays on his fourteenth day in the hospital 
revealed a constant deformity of the duodenal 
bulb widi narrowing but no ulcer crater was 
demonstrable. Colon and esophagus were nor- 
mal. 

This man had had two massive hemorrhages. 
^His last hemorrhage was sudden and without 
warning. Fortunately, bleeding stopped soon 
after its onset. Immediate surgery was avoided. 

What is the proper course to follow in a case 
such as this ? I believe that he should have gas- 
tric resection to avoid the possibility of future 
hemorrhage. He is fifty-six years of age. Widi 
his blood vessels, the next hemorrhage may 
well be fatal. He had no warning of the ap- 
proach of this hemorrhage. He has been a good 
patient; he has followed his diet fairly well, 
as well as a person can be expected to follow a 
diet if diat old persuader, pain, isn’t present. 
He stopped smoking and he does not drink. 
There . is no reason to feel that there would be 
any warning before his next hemorrhage. 

The mortality rate of gastric resection in 
this man should not be more than about 5 per 
cent. Incidentally, gastric resection is almost 
essential to control bleeding because of the 
peculiar blood supply around the duodenum. 
Operations directly upon the duodenum are 


hardly satisfactory and do not insure against 
hemorrhage in the future. In younger patients 
with recurrent hemorrhage, surgery should be 
considered more on the basis of intractability 
than of danger to dieir lives from hemorrhage. 
Allen has pointed out diat about 20 per cent of 
patients who have had hemorrhage do poorly 
on medical management. 

To summarize, let us say that patients with 
severe massive hemorrhage beyond the age of 
fifty are entitled to gastric resection if tlie sur- 
geon and the facilities are available, and if tlie 
surgery can be done within a reasonable period 
of time after its onset. Patients under fifty 
should, as a rule, be treated conservatively and 
not subjected to immediate surgery. Recurrent 
severe hemorrhage in any age group is usually 
an indication for gastric resection. 

F inally, to consider the problem of intracta- 
bility to medical therapy, let us review an- 
other case. I took this case out of the records 
of the gastric clinic. In 1937 at die age of 20 
this man first noted epigastric pain with a feel- 
ing of gaseous distention and a sensation of 
pressure in the upper abdomen occurring one 
hour after eating. There was no radiation of 
the pain and he denied having any night pain. 
His symptoms for the most part were moderate 
and occasionally entirely absent. 

One year after the onset of his symptoms 
they became much more severe and night pain 
began. He began to vomit occasionally. The 
vomitus put his teeth on edge. He could no 
longer get even temporary relief with food or 
soda. He sought medical advice and was found 
to have a duodenal ulcer about i cm. in diam- 
eter. He ran a high gastric acidity; by that I 
mean his free acid was around 90, his total 
around 120. 

After a period of eight months of careful 
medical management this patient’s symptoms 
were still severe and he showed no improve- 
ment on x-ray examination. He was admitted 
to the hospital and failed to get relief on hos- 
pital care. He was dierefore operated upon. 
One-third of his stomach was removed at tliat 
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time and a posterior gastro-enterostomy was 
done. This is the Billroth type of operation. 
From the surgeon’s note 1 could not be sure 
whether or not an exclusion type of operation 
was done, but the ulcer was left; there was so 
much inflammation that he felt he could not 
resect distal to the ulcer. 

Aldiough die patient got temporary relief 
from his symptoms, he continued to run a high 
gastric acidity. There were several tests done; 
one, for instance, ran 96 free and 120 total. In 
three months his old symptoms recurred and 
in another three months he had a severe hemor- 
rhage. He was hospitalized and discharged one 
month later symptom-free, only to have a re- 
currence of pain and another hemorrhage. In 
the next four months he had two more hemor- 
rhages. During this period a possible marginal 
ulcer was described on fluoroscopy but could 
not be demonstrated gastroscopically. 

Because of the completely unsatisfactory re- 
sult of his partial gastric resection over a period 
of approximately two years, as evidenced by 
severe symptoms, recurrent hemorrhage, and 
continuously high acidity, he was readmit- 
ted, the old anastomosis was taken down, a 


A surrealist’s conception of Gastric Hemorrhage 
painted in oil by Clyde W. Geiter, M.D., associate 
medical director and industrial physician* Frederick 
Sterns & Co. 

Most prominent in the picture is an anemic face, 
with a look of blankness. The head is surrounded 
with clouds and bubbles to represent the feeling of 
lightheadedness, as symptom of the disease. The 
body is a barrel, half filled with viscera. The heart 
is seen as a huge watch, ticking life away. In the 
patient’s nose is a Wangensteen tube. On an exten- 
sion arm a white tray bearing a rubber glove is thrust 
forward toward the suffering face, as a hope that an 
operation may bring relief. A syringe for sedative 
aid is also visible, .is is bottle of whole blood, hanging 
from a tree branch from which icicles drip, and 
ready for a transfusion. 


high subtotal resection (tliree-quarters of Jiis 
stomach) was done. That was done five years 
ago, and he has since been symptom-free and 
his acid has remained very low. 

This case illustrates the intractability to 
medical regimen of a few cases of duodenal 
ulcer. This patient was cooperative and he was 
treated under a regimen that was satisfactory 
for most other medical cases. 

I have not mentioned the operation of va- 
gotomy because it is in the stage of observation 
at the present time. It certainly shows a great 
deal of promise, but it is not well enough es- 
tablished to advocate as a general rule. 
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T he first case to be discussed is that of a 
woman, 74 years of age. She was admit- 
ted to the surgical service of die Uni- 
versity Hospital in Cleveland three weeks ago 
complaining of a sore place on her foot. She. 
has had a brownish flat mole on the medial 
surface of the left foot that caused her no con- 
cern until five months ago when it became 
tender, turned black, and ulcerated. 

Her previous history shows that she had an 
ovarian cyst, right tube, and appendix removed 
twenty-five years ago. Two years ago the pa- 
tient noted a small amount of discharge from 
die right nipple, but this disappeared after two 
weeks. Recently a bloody discharge from die 
left nipple has been noted. There has been no 
associated pain. 

The physical examination is unimportant 
except for the breast condition and the lesion 
on the foot which has been removed by local 
excision, cauterization, and skin graft. The 
diagnosis of the lesion on the foot is melano- 
blastoma. 

We are interested in the breast lesion. It 

♦Professor of Surpery, Woman’s Medical College of Penn- 
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might be well to say a word about the exami- 
nation of women for breast lesions. If you are 
going to do it thoroughly you have to expose 
both breasts. Note any change of contour, the 
types of breasts, and any irregularity of the 
nipples. 

This patient’s chief and only complaint is 
that she has a discharge from both nipples. A 
serous discharge can be expressed from both 
nipples. There are no palpable masses in either 
breast on examination. I think it is important 
to examine first with die arms to die side, and 
in pendulous breasts to support the breast and 
gently widi a flat hand palpate the entire sur- 
face. That first palpation reveals no mass what- 
soever in this lady’s breast. It is perfectly 
smooth, normal breast tissue. The same thing 
is true on the other side. 

It is well to ask the patient to abduct the 
arm, then to flex the forearm and palpate the 
breast again, because this action lifts die breast 
and sometimes posterior tumors will become 
a little more forward and you can feel them 
if they are small. In die case of diis patient we 
can feel nothing, however. The flat hand in 
the axilla pressing the skin against the ribs re- 
veals no masses in that axilla. This patient is 
a case of bilateral watery discharge from both 
breasts, no tumors present. 
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The next patient is 38 years old and was ad- 
mitted to the hospital complaining of trouble 
with her right breast. Her present illness began 
three weeks ago, when the patient felt her 
right breast itched and she pinched it. She 
noted serum exuding from the region of the 
right nipple and areola. The region was band- 
aged twice daily and bathed in Epsom salts. 
An eschar would form, subsequently would 
come off, serum would again exude from the 
nipple and areola, and this cycle repeated itself 
approximately three times in three weeks. She 
had had no previous difficulty with either of 
her breasts or nipples. The other history is ir- 
relevant. I have examined the left breast and 
it is perfectly normal. 

This patient has a tliickened, eczematous 
condition about the right nipple. The nipple 
is flattened and is a little retracted. When I 
cupped the breast I was able to express some 
serum, a watery serum, not bloody. She has a 
lesion about the areola of the fight breast. This 
lesion causes itching but no particular pain. 


She has not noticed any masses or lumps in her 
breast at any time. She is married and has two 
children. Except for this condition, she is per- 
fectly healthy. 

Of course, all we can hope to do right now 
is to discuss the more important lesions — more 
important because they are more common. I 
should like to discuss briefly four benign le- 
sions and two malignant ones. The benign 
lesion, fibro-adenoma or adenofibroma (most 
people call it fibro-adenoma), is a perfectly 
recognizable lesion, which presents no difficulty 
in diagnosis. It is a small tumor distinctly en- 
capsulated ; it can be moved freely in the breast 
tissue, is not attached to the skin, is painful, 
occurs in women in their twenties, and is about 
the size of a cherry. At times these fibro- 
adenomas, particularly in the colored race, take 
on growth and become very large. If they are 
fibro-adenomas tliey remain, as a general rule, 
benign, so that we have no particular concern 
about tliem. 1 have removed fibro-adenomas in 
a colored girl who had them bilaterally, one 
from one side the size of a grapefruit, one from 
the other side the size of an orange. They do 
grow much larger than that. 

There is another benign tumor called intra- 
canalicular myxoma. It occurs in a little older 
age group, usually between thirty and forty. 
It is a definitely encapsulated tumor and can 
be moved freely within the breast tissue. The 
overlying skin is not attached. It is a softer 
tumor than a fihro-adenoma. It has just one 
potentiality that makes us feel a little more 
concerned about it than a fibro-adenoma, and 
that is, at times, and fortunately rarely, it takes 
on rapid growth and when it does it usually 
undergoes sarcomatous, not carcinomatous, 
change. 

T he next most common lesion is intraduc- 
tile papilloma. These intraductile papillo- 
mas are classified as benign and yet, in my 
experience, they are certainly a little bit more 
than potentially malignant and they may very 
well he malignant if they occur in women over 
forty. The one characteristic, pathognomonic 
thing about them is that there is a discharge 



38 


POSTGRADUATE MEDICINE 


of pure blood from the nipple. You cannot 
palpate these tumors as a general rule. They are 
small papillomas growing into the- ducts re- 
sulting in bloody discharge. Certainly in women 
over forty, and I should think even over thirty- 
five, one should not trifle with such a lesion. 
Do not dismiss it lightly; do not say, “Oh, 
well, it is benign. We won’t do anything about 
it. We can’t feel the tumor; there can’t there- 
fore be much wrong with tire breast.” Those 
cases should be transilluminated, which means 
lifting up the breast and with a light transil- 
luminating the breast in a dark room. That 
will be a great diagnostic help because as a 
rule it will show a dilated duct where the 
lesion is. Soft tissue x-ray will also be of help 
in the diagnosis. 

An analysis a few years ago of one of our 
series of 200 breast cases showed that 6 of those 
were papillary cystadenomas and of the 6, 4 
were malignant when submitted to the micro- 
scope, so I cannot look upon these intraductile 
papillomas or, as they are sometimes called, 
papillary cystadenomas, with anything but 
real concern. 

The most interesting disease of the breast, 
including malignant disease, if you please, is 
the disease called by so many names, but most 
commonly called chronic cystic mastitis. Chron- 
ic cystic mastitis, as a matter of fact, is not a 
particularly good name because it implies that 
it is inflammatory in origin. It definitely is 
not. I think we now know, beyond any reason- 
able doubt, that it is based on a hormonal im- 
balance, with stimulation of the pituitary to 
the graafian follicle of the ovary and in turn 
to the breast. 

In a large percentage of these cases we find 
an associated pelvic pathology. In a series of 
100 cases that we analyzed not too long ago, 55 
per cent had definite pelvic pathology. 

The clinical picture is rather definitely 
marked in chronic cystic mastitis. It may be 
bilateral in 20 per cent of the cases. It is pain- 
ful; carcinoma is not. (I wish it were; then we 
would get people at a time when we might be 
able to do sometliing about it). There are two 
types. There have been a good many patlio- 


logical classifications, but time will not permit 
going into the various classifications of differ- 
ent authors and the reasons for their making 
those classifications. 


132 CASES— RADICAL MASTECTOMIES— 
RODMAN METHOD 

Free from all Evidence of Local, Regional or Distant 
Metastasis. 


Per Cent Duration, in years 

61 3 

46 5 

16 5-10 

6 Over 15 


132 CASES— RADICAL MASTECTOMIES— 
RODMAN METHOD 

Per Cent 

53 Axillary metastasis at operation. 

23.5 Free from recurrence for 5 years 

46 No axillary metastasis at operation 

63.5 Free from recurrence for 5 years 
2.2 Local recurrences in entire group 

T he two important types are, first, that type 
occurring in young women between 
twenty and thirty as a very general group, 
with pain particularly in the premenstrual 
stage, the pain being referred to the breast, 
sometimes to the right arm. The patient tells 
you that she has tender areas in the breast, but 
does not complain of a definite tumor mass or, 
as she would say, a lump. 

When you come to examine such a breast 
you will find no definite tumor. You will find 
— and I don’t know of any better way to put 
it — irregularities of the breast tissue; the breast 
tissue does not feel smooth; the overlying skin 
is not attached; the breast is tender to palpa- 
tion, particularly in the premenstrual stage. 
The menstrual cycle bears such an important 
relationship to chronic cystic mastitis and to a 
thorough understanding of that condition that 
I only wish we could go into it more deeply. 
Suffice it to say that one must see these patients 
in tlie premenstrual stage, in the menstrual 
stage, the postmenstrual stage, and the resting 
stage; one should see such patients once a 
month in these cycles before one really can 
decide about some of these cases of chronic 


Figure 1. Advanced carcinoma of breast showing growth attached and about to break through the 
skin. 

Figure 2. Earliest operative procedure to remove breast for carcinoma. Eliptical incision used by 
most operators. Oval incision of Gross. 

Figure 3. Gross method showing attempt to remove axillary glands. 

Figure 4. Original Halstcd method. 

Figure 5. Halsted method. Pectoral muscles and axillary contents removed. 

Figure 6. Rodman method of radical amputation showing axillary dissections done first. 

Figure 7. Incision for removing breast. 

Figure 8. Operation complete. 

Figure 9. Appearance of sutured wound. 
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cystic mastitisj because the breast changes as- 
tonishingly in those stages. The breast, you 
know, is in its resting stage from the fifth to 
the fifteenth day after menses, and then it be- 
gins to go through its cycle again. 

The mazoplasia, which is the name Cheatle 
gave the first type, is a benign condition. It is 
not pathologic. The other variety of chronic 
cystic mastitis is the dangerous type. 

The second type Cheatle calls by an out- 
rageous name that nobody can remember. I 
will mention it if I can remember it myself — 
cystiferous, desquamative, epithelial hyper- 
plasia. Nobody is going to use a name like diat. 
It is an epitheUal hyperplasia group that usual- 
ly occurs in women over thirty, whereas the 
mazoplasia occurs in women twenty to thirty 
years old. The second type may be malignant. 
In our own series it was malignant in 15 per 
cent of the cases we submitted to the micro- 
scope. Cheatle says diat in his series 20 per cent 
were malignant when submitted to the micro- 
scope. 


O F COURSE, the principal problem so far as 
the breast is concerned now, as it always 
has been, is carcinoma or cancer. A patient 
widi a perfectly typical appearance of a carci- 
noma located in the central zone will have 
retraction of die nipple, with dimpling of the 
skin, or the so-called “orange-peel” skin. There 
is a marked difference between the two breasts. 
You so often hear it said that you must have 
retraction of the nipple in cancer of the breast. 
That, of course, is not true. It depends on the 
location. If it is in the central zone, yes, if it 
is allowed to remain diere long enough. 

In early carcinoma, we should, theoretically 
at least, be able to cure 100 per cent of the 
cases. Unfortunately, there is no series on rec- 
ord that I know anything about that can show 
100 per cent of cures. The best we can show 
you is 70 per cent, usually 63 to 70 per cent 
depending on various authors. 

When carcinoma has remained in the breast 
for some years it becomes adherent to the skin, 
finally ulcerates through, breaks down, and 



(Right) Arms in full extension. 

diere is usually not only axillary metastasis but 
metastasis to other regions. 

Inflammatory carcinoma, or carcinomatous 
masdtis as it is sometimes called, is a very ma- 
lignant type and usually occurs in the puer- 
perium and involves the entire breast. Usually 
it is rapidly fatal, and so far as my own experi- 
ence is concerned it is a perfectly hopeless con- 
dition with respect to radical surgery. 

Another type of advanced carcinoma is the 
so-called atrophic or withering appearance 
where the breast tissue has been destroyed 
finally by the malignant growdi which has 
squeezed out breast and fibrous tissue. 

Recurrences should not recur often and I be- 
lieve the reason they do recur is that in the 
operative removal en bloc for carcinoma, radi- 
cal breast amputation, we do not take enough 
skin in certain types of operation. 

X-ray is valuable but not as a preoperative 
aid. We do so routinely, of course, postopera- 
tively wherever there is axillary metastasis. 

Paget’s disease of the nipple is cancer of the 
breast with secondary changes in the nipple; it 
is cancer of the duct. It was originally thought 
to be a skin lesion when first described by Sir 
James Paget in 1874, but we now know it to be, 
without any doubt, cancer of the ducts with sec- 
ondary areolar change, with a florid dermatitis 
and usually a discharge from the nipple and 
with a thickened, edematous area about the 
areolar zone. 
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I N CHILDHOOD there are two main forms of 
heart disease — congenital heart disease and 
rheumatic heart disease. Of the two, rheu- 
matic heart disease is the more important. In 
the first place rheumatic heart disease is encoun- 
tered much more often than congenital heart 
disease. Furthermore congenital heart disease 
representing as it does a congenital anomaly 
rather than infection, is a relatively static con- 
dition. From earliest life one is fairly well able 
to assess the amount of damage and to know 
what possibilities the future holds for the child. 
In rheumatic heart disease, on the other hand, 
die condition results presumably from an infec- 
tion which is likely to be repeated often, each 
bout of infection resulting in more serious dam- 
age to the heart. Hence one is never able to 
write a complete picture of rheumatic heart dis- 
ease so long as the patient remains alive. In one 
instance die child may have a single attack with 
relatively slight damage and go through life 
with no recurrences and rcaltively little or no 
appreciable handicap, while in another instance 
a first attack may be overwhelming and prove 
fatal within a few weeks. More common than 
either of these e.vtremes is the picture of re- 
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peated rheumatic infections over a period of 
several years, each one of which is likely to 
inflict progressive damage on the heact with 
increasing handicap so far as physical activity 
is concerned. 

Rheumatic heart disease is not an isolated 
phenomenon. It is only one of several compo- 
nents of die entire syndrome of rheumatic fever. 
The pathologists inform us that many organs 
and tissues throughout the body reveal the 
presence of Aschoff’s bodies, including the 
heart, the lungs, the blood vessels, the brain, 
and even the skeletal muscles. From the clinical 
standpoint there are a number of phenomena 
which have come to be recognized as patho- 
gnomonic of the rheumatic infection. These 
are polyarthritis, chorea, rheumatic nodules, 
annular erythema, and rheumatic heart dis- 
ease. When seen in typical form it is generally 
conceded diat any one of these manifestations 
is sufficient for a diagnosis of rheumatic infec- 
tion. There are several minor manifestations 
which are quite frequent but not pathogno- 
monic. These include nose bleed, ardiralgia, 
pallor, slight elevation of temperature, rapid 
heart action, and anemia. 

I now wish to discuss a few cases to illustrate 
some of the salient points in the behavior of 
the rheumatic infection. 
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Shirley first came to the Children’s Memorial 
Hospital in September 1940, when she was a 
little less than six years old. She had been per- 
fectly well until ten days before coming to the 
hospital, when she began to be nervous and 
irritable. She had been dropping things, had 
manifested jerky movements, and had devel- 
oped great difficulty in walking. Finally she 
was unable even to stand alone. She was unable 
to feed herself. The mother said that the child 
was so nervous tliat she could not sleep or rest. 
She had been in bed a week before admission. 
Physical examination at the time of hospital 
admission revealed a perfectly typical and very 
active chorea. The child had marked emotional 
instability and widespread involuntary move- 
ments. She had no fever. Her blood count 
showed no anemia and there was no leukocy- 
tosis. The sedimentation rate was 3 mm. in one 
hour. Jn other words, there was no evidence 
eitlier on physical examination or on laboratory 
findings of tlie presence of active infection. 

During her stay in the hospital, a very short, 
soft, localized systolic murmur was heard at 
the apex which was felt to be of doubtful sig- 
nificance. X-ray examination of the heart at 
this time showed that it was of normal contour 
and size. All signs of chorea disappeared and 
the patient was discharged from the hospital 
after two mondis. She was then followed in die 
outpatient department, where it was noted that 
the shght systolic murmur which had been 
present had completely disappeared. 

The child remained well for eight months, 
but dien she again came to the hospital widi 
symptoms and signs of active chorea. In this 
instance, however, the story was slightly dif- 
ferent, in that three weeks previously she had 
complained of pain in her ankles sufficiently 
severe to cause her to limp. It is significant 
that on die second admission examination of 
die heart revealed the apex one-half inch be- 
yond the midclavicular line, together with sys- 
tolic and mid-diastolic murmurs at the apex. 
It was also significant that x-ray examination 
of the heart at this time showed 15 per cent 
enlargement. Furthermore, the sedimentation 
rate, which had been 3 mm. on the previous 


admission was now found to be 16 mm. in one 
hour (Cutler method); Widi rest in bed the 
patient again improved and was discharged, 
from the hospital after a stay of two and one- 
half months. 


O NE month after discharge from the hospi- 
tal she reported to the clinic with the story 
that she had had a cold during the preceding 
two weeks. Examination revealed an inflamed 
throat but no change in the heart findings. The 
child was advised to remain in bed at home 
and to return two weeks later. On returning 
after two weeks die mother stated that diere 
had been no particular change in the child’s 
condition. She had not complained of joint 
pains. At this time, however, there was a strik- 
ing change in the physical examination. The 
heart was markedly active, the apex thrust was 
prominent, the systolic and mid-diastolic mur- 
murs previously present were still heard, but 
there was in addition a diastolic murmur along 
the left sternal margin typical of aortic insuf- 
ficiency. Moreover, whereas only three mondis 
before x-ray examination had shown die heart 
to be only 15 per cent enlarged, it now showed 
it to be 50 per cent enlarged. Furthermore, 
rheumatic nodules on the right elbow were 
noted. The patient was again admitted to the 
hospital. 

It might be well to point out that neidier 
joint pains nor chorea were present preceding 
this latest recurrence of cardiac involvement. 
There was, however, a history of throat infec- 
tion several weeks before the new bout of car- 
ditis. It should also be emphasized that on this 
occasion a new valve had become involved, and 
that — ^what is much more important — rheu- 
matic nodules had appeared. It is evident that 
this newest attack was more severe than the 
preceding ones, and it was necessary to keep 
the patient in the hospital for a longer period. 
On this occasion the duration of the hospital 
stay was five months. 

At the time this paper was written it was 
almost two and one-half years since the child’s 
last discharge from the hospital and she had 
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remained well since that time. She attended 
school and was able to exercise moderately. 

In summary, this is a very remarkable ex- 
ample of numerous and varied manifestations 
of rheumatic fever. In the first place, the pa- 
tient had a pure, uncomplicated chorea. During 
her first stay in the hospital she had a normal 
temperature, normal leukocyte count, and nor- 
mal sedimentation rate. She left the hospital 
widi a good heart. Before her second attack of 
chorea, however, she gave a history of having 
pain in her joints. On the second admission to 
the hospital she showed cardiac enlargement, 
systolic and mid-diastolic murmurs over the 
mitral area, and an increased sedimentation 
rate. Her signs of active infection subsided and 
she returned home and again seemed to be get- 
ting along well. However witliin about a 
month she contracted a throat infection which 
persisted for some two weeks. Shortly there- 
after she returned to the hospital and at this 
time there was aortic involvement in addition 
to her mitral damage and her heart was much 
larger than it had previously been. What is 
more important is the fact that she now ex- 
hibited rheumatic nodules. I emphasize the 
finding of rheumatic nodules because they in 
themselves are practically always indicative of 
severe rheumatic infection with serious heart 
damage. It should also be emphasized that in 
this one patient we have had four of the five 
major rheumatic phenomena, namely, chorea, 
polyarthritis, rheumatic nodules, and rheu- 
matic heart disease. The only one lacking was 
annular erythema. 

By 1944 tliere had been a period of two and 
one-half years widiout any evidence of rheu- 
matic activity. Have we the right to conclude 
that the patient will remain free of rheumatic 
recurrences.? The long free interval is encour- 
aging. However, in 1944 the girl was only about 
ten years old, and it is well known that recur- 
rences are frequent at least until the age of 
puberty. It is also taught that rheumatic fever 
tends to subside after about a five- or six-year 
period. Inasmuch as four years elapsed since 
the first attack we have some right to be hope- 
ful that there will be no further recurrences. 


Even though there is considerable cardiac dam- 
age, the child is able to attend school and is 
getting along quite well. 


M arion was first seen in our Medical Clinic 
because of eczema at the age of 21 months. 
At that time her heart was reported to be nega- 
tive. She returned several times to the clinic 
because of eczema and occasional attacks of 
bronchitis. When seen at die age of 3 34 years, 
definite heart findings were noted. The left 
heart border was found to be outside the mid- 
clavicular line and there was an apical systolic 
murmur loudest at the apex but heard both to 
the left and over the precordium. There was no 
history suggesting rheumatic fever and there 
were no symptoms referable to the heart. There 
was, however, a history of scarlet fever two 
months previously. The question then arose as 
to whether the heart findings were rheumatic 
or whether the child had a congenital lesion 
which had been overlooked previously. 

The child remained well until five months 
later, when she came again to the Medical 
Clinic with the story of having been well until 
three days previously at which time she devel- 
oped a cold with fever, cough, and anorexia. 
She had also been very listless and pale. There 
was no previous history of chorea or joint pains. 
Physical examination revealed a moderate de- 
gree of dyspnea. The area of cardiac dulness 
was greatly enlarged, the right border extend- 
ing to the nipple line. The left heart border 
could not be made out because tlie dulness ex- 
tended beyond the left axilla into the back. 
The breath sounds were very distant beneath 
the left axilla and somewhat diminished even 
at the left ape.x. Between the lower angle of 
the scapula and the spine there was exquisite 
bronchial breathing. A to-and-fro pericardial 
friction rub was plainly heard both to the left 
and right of the sternum in the third and 
fourth intercostal spaces. Because of the loud- 
ness of the friction rub no murmur could be 
made out at this time. X-ray e.xamination re- 
vealed that the left border of tlie heart ex- 
tended to the left costal margin and the right 
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border to within about one inch of the right 
costal margin. The heart shadow was approxi- 
mately 300 per cent enlarged. The x-ray sug- 
gested the possibility of pericardial effusion, 
but it was impossible to differentiate definitely 
between pericardial effusion and marked car- 
diac enlargement. 

Now it is well known that in rheumatic peri- 
carditis any great degree of effusion is rare. 
However, in this case because of the tremen- 
dous cardiac enlargement and because we were 
not sure that the pericarditis was on a rheu- 
matic basis we felt justified in undertaking a 
pericardial tap. This was done but no fluid was 
obtained. 

The child began gradually to improve, and 
repeated x-ray examinations revealed that the 
heart continued to decrease in size. After the 
friction rub had disappeared the systolic mur- 
mur previously described at tlie apex could 
again be plainly heard. The child remained in 
the hospital for four months, at which time she 
was discharged in good condition but with a 
considerable degree of cardiac enlargement. 

The acute attack of pericarditis occurred in 
1935. The girl has been followed in our out- 
patient clinic since that time. In tlie meantime 
she has had her tonsils removed and has had 
several attacks of bronchitis and one attack of 
pneumonia. Over this period there has been a 
distinct change in the heart findings. Whereas 
at first we heard only a systolic murmur at the 
apex, she eventually developed a presystolic 
murmur at tlie apex together with an apical 
thrill. She has attended a cardiac school and 
is getting along well. She has been able to 
exercise fairly freely. 

The interesting feature in this case is that 
apparently the patient had had rheumatic 
heart disease widiout any other rheumatic phe- 
nomena present and with an illness so mild 
that it remained undetected; then some time 
later she had a very severe attack of rheumatic 
heart disease together with obvious pericarditis 
and tremendous dilatation of the heart. It is of 
further interest tliat she had no obvious recur- 
rences of her rheumatic fever for nine years. 

It is fair to inquire whetlier we can be sure 


tliat her cardiac manifestations were actually 
rheumatic in nature. Would it not be equally 
logical to conclude that her heart condition 
may have been originally congenital in nature 
and tliat her pericarditis was not necessarily on 
a rheumatic basis? I think that we have defi- 
nite evidence of the rheumatic nature of her 
illness. You will note that, as time went on, the 
findings at the cardiac apex changed and that 
whereas only a systolic murmur was heard at 
first, a presystolic murmur and tlirill were 
eventually heard. This we should not have en- 
countered had the lesion been on a congenital 
basis because congenital lesions are not progres- 
sive. I would also like to call attention to the 
striking contrast in die behavior of the rheu- 
matic infection in die two children you have 
just seen. In the first, diere were repeated bouts 
of infection over a period of years and prac- 
tically all the rheumatic phenomena were ex- 
hibited; in the second, diere were never any 
known rheumatic episodes except the one se- 
vere attack of active heart disease including- 
pericarditis. In 1944 the second child had been 
free from any known infection for a period of 
nine years. She was diirteen years old. Under 
such circumstances I believe that we may have 
reasonable hope that she will avoid future re- 
currences and that in spite of a heart already 
considerably damaged she will be able to get 
on fairly comfortably. 

R ichard first came to us during 1942, at the 
age of 7/^ years. According to the history 
he had had scarlet fever three years previously 
and had not been very well since that time. He 
was pale, had nose bleeds, occasional abdomi- 
nal pain, breathlessness on slight exertion, and 
occasional pains in the legs. So far as the mother 
knew he had never had any fever. Physical ex- 
amination revealed a slightly built, blond boy 
who appeared to be somewhat pale. His tonsils 
were small and did not seem to be infected. 
However, his cervical lymph glands showed a 
considerable degree of enlargement. The heart 
was not enlarged on physical examination. 
Auscultation revealed a distinct although not 
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verj' harsh systolic murmur lieard best in the 
second left interspace. This murmur was quite 
localized in character. 

The boy was sent to us because of his heart 
murmur. Did he or did he not have rheumatic 
heart disease.? It will be noted from the history 
that he had had scarlet fever three years previ- 
ously. Scarlet fever has always been looked 
upon as a frequent forerunner of rheumatic 
heart disease. Furthermore he appeared rather 
pale which might be a sign of active rheumatic 
infection. However, his blood count was 5,880,- 
000 and the hemoglobin 14.75 g’t'- 
though he appeared pale he did not have ane- 
mia. Also, he had had frequent nose bleeds, 
which are known to be a common occurrence 
in the presence of active rheumatic infection. 
Finally, he had had a number of attacks of so- 
called growing pains which had, however, in- 
volved his muscles rather than his joints. 

Now it is very obvious that he had had a 
number of symptoms which are associated with 
rheumatic infection, namely, scarlet fever, nose 
bleeds, pallor, and muscle pains. Yet when one 
reviews these symptoms he is not justified in 
making such a diagnosis because there is not 
a single one which can be considered patho- 
gnomonic of rheumatic fever. Perhaps the most 
suggestive one is that of growing pains, yet 
here again one must not be misled into accept- 
ing such pains as evidence of rheumatic fever. 
As a matter of fact it is the opinion of the ma- 
jority who have studied this subject most care- 
fully that the so-called muscle pains which 
children have so freouently arc not manifesta- 
tions of rheumatic fever. It is only when dicse 
pains involve the joints that one should look 
upon them as a rheumatic phenomenon. In 
other words, I think one must state that we 
have here numerous symptoms that arc often 
associated with rheumatic fever but no one of 
which can be looked upon as positive evidence. 

Let us now consider the cardiac examination 
to see whether it will furnish evidence either 
for or against such a diagnosis. It was stated 
that in the physical examination there was no 
cardiac enlargement. Moreover, the x-ray also 
verified the fact that the heart shadow was 


within normal limits. The only finding on car- 
diac examination was a fairly distinct, localized 
systolic murmur best heard in the second left 
interspace. Now I think one may state cate- 
gorically that this murmur is not due to rheu- 
matic heart disease. 


I N INTERPRETING the auscultatory findings in 
rheumatic heart disease, one is greatly aided 
if he keeps in mind the pathology which is 
present in rheumatic cardiac invasion. Almost 
invariably the first valve which is involved and 
often the only valve which is involved is the 
mitral. In instances of mitral involvement the 
murmurs which occur are maximum in the re- 
gion of the apex. The earliest murmur which is 
heard after rheumatic invasion is practically 
always systolic in time. A little later an early 
diastolic murmur may appear, and still later a 
late diastolic, or so-called presystolic murmur 
may become audible. In the instances in which 
the tricuspid valve is involved the findings are 
practically indistinguishable from mitral valve 
involvement. In other words, die murmurs are 
at or near the apex. The only other valve which 
is frequently seriously involved in rheumatic 
heart disease is the aortic. 

In cases of involvement of the aortic valve it 
is true that we have a murmur that is heard 
above the apex over the body of the heart, but 
this murmur is diastolic in time, beginning 
with the second sound radier than occurring in 
sy.stole. Its point of maximum intensity is usual- 
ly die third left interspace at the sternal mar- 
gin. Occasionally aortic stenosis supervenes, but 
in such instances the murmur is heard high up 
in the right chest usually at the first and second 
right interspaces. 

In other words the murmur described in this 
child docs not fit in with the murmurs which 
arise in the course of rheumatic heart disease. 
The fact that it is systolic in time and heard in 
the pulmonary area immediately raises the 
question of whether it is a so-called functional 
murmur because it has the timing and location 
in which they are most frequently heard. 

The only important differential diagnosis 
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here is that of congenital heart disease, because 
we do encounter systolic murmurs toward the 
base of the heart in congenital heart disease. 
In fact, that is their usual location. Therefore 
we must decide whedier this murmur is func- 
tional or congenital in nature. The fact that tlie 
murmur is not particularly harsh, that it is 
localized in character, that it is unaccompanied 
by a thrill, and that there is no evidence of ab- 
normal size or contour of the heart by x-ray all 
support a diagnosis of a functional murmur 
rather than one of congenital heart disease. 


I think we must still leave the question open 
as to whether or not this boy has had rheumatic 
fever. The symptoms are suggestive but not 
conclusive. The cardiac examination fails to 
offer any conclusive evidence that there is at 
the present time any mischief resulting from 
the rheumatic infection. Hence I beheve that 
the boy may go about his usual activities but 
that from time to time he should be carefully 
observed for signs or symptoms pointing to 
rheumatic fever either in the heart or some 
other part of the body. 
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I MIGHT first call attention to the fact that 
there are many other fistulas which are due 
to disease and trauma, that is, accidental 
trauma. Of tire group caused by disease, we 
should mention fistulas which result from actin- 
omycosis of die cecum, which are relatively 
common. They are, of course, spontaneous. 
Also fairly common are fistulas in chronic cases 
of terminal ileitis. Tuberculosis of die cecum oc- 
casionally breaks down into a fistula. Carci- 
noma can penetrate the wall of the abdomen 
as well as the wall of the bowel. Diverticulitis 
may do the same. Then, of course, we must re- 
member the perianal or perirectal fistulas which 
are much more common than any of tho.se 
mentioned previously, but which will not be 
included in this discussion. 

Operative fistulas may be classified as inten- 
tional or accidental. We hope, of course, that 
most all of them are intentional and not acci- 
dental. The accidental ones are disagreeable 
from many angles. 

Of the intentional fistulas, colostomies are 
perhaps the most common. Gastrostomy, of 
course, is used a great deal for feeding purposes 
in obstruction of the esophagus — for carcinoma 
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and stricture. Enterostomy used to be a com- 
mon operation, particularly in intesdnal ob- 
struction. A tube was placed in the small bowel 
proximal to the obstruction to obtain decom- 
pression and thereby protect the suture line. 
However, this procedure is now practically 
obsolete. 

A bile fistula of several days’ duration will 
follow removal of a T-tube from the common 
duct after choledochostomy. All these openings 
will close spontaneously unless there is an ob- 
struction distal to the opening. Some will close 
even in the presence of an obstruction. 

Of the accidental fistulas, so-called fecal 
fistulas are probably the most common; they 
are usually due to the .iccidental placement of 
a stitch through the bowel during closure of 
the peritoneum. On other occasions, small tears 
may be made in the wall of the intestine; if 
they are not observed and repaired, a fistula or 
fatal peritonitis may result. When using inter- 
rupted through-and-through sutures for closure 
of the abdomen, the suture which may pro- 
trude into the abdominal cavity may cut 
through the wall of the intestine three or four 
days later. 

Urinary fistulas can develop from trauma, 
including the use of radium. Duodenal fistulas 
are perhaps the most serious of all. 
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COLOSTOMIES 

A few words about colostomies themselves. 
They are of two or three types. The single- 
barrel colostomy which results from the so- 
called Miles abdominoperineal resection is most 
commonly encountered at this time. How- 
ever, when we do a radical Mikulicz resection 
of a bowel, that is, a stage operation, we com- 
monly bring up two loops together and prepare 
to crush tliem later with a crushing clamp. 
This procedure of bringing two loops out to- 
gether is a poor one for a permanent colostomy 
because of the tendency for development of 
herniation or prolapse of the proximal loop. If 
the operation chosen makes it necessary to 
bring out two loops and die colostomy is to be 
permanent, the loops should be separated by a 
layer of peritoneum, fascia, and skin as in die 
first stage of die Lockhart-Mummery opera- 
tion. This prevents herniation and is more 
desirable than the double-barrel colostomy with 
loops adjacent; but from die standpoint of 
function and care, this is not as desirable as the 
single loop of the Miles operation. 

At first the thought of a colostomy is very 
depressing to the patients. They immediately 
say they think they would rather not have the 
operation. However, after you discuss the pro- 
cedure with them and tell them about the 
experiences of other patients, they become 
adjusted very rapidly, and widi a proper psy- 
chologic approach you can convince those 
patients that the colostomy is not going to be 
such a tremendous load as they thought it was. 
But a colostomy does require experience in its 
care. The physician must instruct the patient 
how to take care of it. He should explain how 
to irrigate die colon, and suggest that they 
irrigate it once a day, in the morning, and 
under ordinary circumstances diey will have 
no more movements throughout the day. One 
should discuss diets with diem, because large 
amounts of raw, coarse vegetables may cause 
diarrhea, which will keep diem at home and 
keep diem out of society because of the constant 
leakage. Emphasize the necessity of regularity 
of the irrigation, although occasionally some 
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patients actually do not have to irrigate the 
bowel. Usually, however, irrigation is necessary. 

The type of dressing must also be discussed 
with the patient. Discourage cups; they are 
obsolete and more than worthless. They actually 
tend to produce herniations and are a nuisance 
to clean. The required dressings consist of 
nothing more than a few layers of gauze over 
the colostomy, and fixation of this pad widi a 
cloth belt. Odors can be controlled a bit better 
by wearing a thin rubber pad over the gauze. 
Such rubber belts are made and sold commer- 
cially. Activated charcoal given in enteric 
coated capsules is effective in controlling odor. 

A s AN example of colostomy for carcinoma 
of the rectum, which is perhaps die most 
common operative fistula, we have the case of 
a woman 47 years old who entered die hospital 
complaining of pain in the rectum of three 
months’ duration. This was accompanied by 
constipation. The pain persisted and she went 
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to a physician who examined her and found 
a mass in the rectum; she was then transferred 
to the Illinois Research Hospital. On examina- 
tion she did not appear acutely ill. She was 
fairly well nourished, whereas many of these 
patients witli carcinoma of the rectum are 
poorly nourished. Her good condition is ex- 
plained by the fact that her symptoms were of 
very recent origin. It is very unusual, for us at 
least, to have patients with carcinoma of the 
rectum come in for medical care with such a 
short history. 

Her physical examination was negative ex- 
cept for her rectum and a blood pressure of 
i 88 /ri 6 . The rectal lesion was about 3 cm. in 
size and located on the anterior wall of the 
rectum. This was a bit tender but was still 
mobile, indicating that it was operable. A 
biopsy was performed and the diagnosis of 
adenocarcinoma was confirmed. A Miles or 
combined abdominoperineal operation was 
performed. 

DR. cole: What was die chief symptom that 
you complained of before operation .? 

patient; I had a terrible pain in ray lower 
bowel and I went to a doctor and he discovered 
an ulcer. It was very, very painful. I couldn’t 
have endured it much longer. It was just some- 
thing diat had to be taken care of. 

DR. cole: Were you constipated at tliat time 

patient: Yes, I began to get constipated in 
February. 

DR. cole; Remember, of course, that many of 
these patients will shift over to a diarrhea. That 
is a bit off the subject, however. I want to dis- 
cuss the colostomy in more detail. We told you 
about irrigation of die colostomy; at first was 
this quite troublesome to you.'' 

patient: No, I had no trouble at all with the 
irrigation. 

DR. cole: It isn’t much of a bother now? 

patient: No. I do it every morning, and I 
take a pad and put it on and then a little gauze 
belt to hold it in place. 

DR, cole; And then you have no more leak- 
age throughout the day except perhaps occa- 
sionally? 

patient: Well, I ate some tomato soup die 


other day, and occasionally I would have a lit- 
tle leakage, but outside of diat I have no trouble 
at all. 

DR. cole; If you ate a lot of raw salads, would 
that cause more leakage? 

patient; 1 haven’t tried that. I have been try- 
ing to stay closely to my diet. 

DR. cole: That illustrates the point I men- 
tioned. You have to give the patients a diet and 
tell them that if they do break the diet to do so 
gradually, because it is apt to create a loose 
stool; that, of course, is very undesirable. 

You will note that diis patient had very little 
trouble at any time with her colostomy; ap- 
parently she approached the experience with 
a very fine psychologic atdtude and did not 
have to go through a period of several weeks 
of wondering whether or not she would be 
better off in a long box. She never had that 
emotional slump at any time. 


gastrostomies 

Gastrostomies are performed in one of two 
or three ways, depending upon the case and 
depending upon the purpose of the gastrosto- 
my. If a patient has an inoperable carcinoma of 
the esophagus, and is a poor risk, and you ex- 
pect a fatality reasonably soon, a Witzel type 
of gastrostomy will be the procedure of choice; 
however, if you expect the patient to have a 
long life expectancy, as when gastrostomy is 
performed for a stricture of the esophagus, the 
Witzel operation is not very desirable because 
it leaks secretions and food almost constantly. 
.Under these circumstances, the patient has to 
wear bulky dressings. The discharge not only 
is irritating to the skin, but has a foul smell, 
and is therefore quite undesirable. You avoid 
this by doing either a Janeway or a Spivack 
type of gastrostomy. Both of these have a tube 
flap constructed from the wall of the stomach 
and brought outside for feeding purposes; in 
the Spivack gastrostomy a valve is made at the 
lower end which prevents leakage more effec- 
tively than the Janeway tube. 

In the Janeway or Spivack operation, a . 
catheter is inserted through the tube for feed- 
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ing; it is removed after the liquid meal has 
been given. In the Witzel operation, the cathe- 
ter must be worn at all times. If it is removed, 
it may be difficult to reinsert it; more than once 
attempts to reinsert these catheters after a Wit- 
zel operation have resulted in separation of the 
stomach from the abdominal wall with injec- 
tion of liquid into the peritoneal cavity. In 
the Janeway or Spivack operation, the patient 
can readily insert the tube himself and without 
danger. 

Also remember that if you are doing the 
gastrostomy for a stricture of the esophagus 
and want to get up through the stomach with 
an esophagoscope to dilate the stricture, you 
have to bring the tube out at an angle so that 
you can put your esophagoscope up into the 
stomach in the direction of the cardia. 


ENTEROSTOMIES 

As I remarked before, enterostomies were 
originally very popular and were performed 
proximal to intestinal anastomoses with the 
purpose of preventing distention, but they have 
become almost obsolete because of the improved 
gastric and intestinal decompression obtained 
by the Wangensteen technic. 

I N THE first place, these enterostomies are a 
bit dangerous; they cannot be performed 
without an occasional fatality; the omentum 
must be placed between the intestine and 
parietal peritoneum around the place where 
you have anchored the intestine to the abdomi- 
nal wall and surrounding the catheter; the 
sutures must be placed correctly lest they tear 
out and result in a leak inside the abdominal 
cavity. Such an accident might result in a local 
abscess, or, worse than that, generalized peri- 
tonitis. 

Enterostomies are still used occasionally by 
some surgeons for the purpose of feeding; a 
loop of jejunum distal to the gastrojejunostomy 
in a gastric resection is attached to the abdomi- 
nal wall and a tube placed in it at the termi- 
nation of the operation for feeding purposes. 


It seems to me to be much more simple to 
use an Abbott-Rawson tube, which has a t\vo- 
lumen conduit in a single tube. One lumen is 
perforated about lo inches from the end of the 
tube for decompressing the stomach. The end 
of the tube is placed in the jejunum. Inserting 
tliis tube allows us to decompress the stomach 
and at the same time feed the patient through 
the end of the tube placed in the jejunum. The 
tube is removed on the fourth or fifth post- 
operative day, when active feeding can usually 
be begun. 

We are utilizing this procedure in all mal- 
nourished patients upon whom we perform 
gastrectomy. In well-nourished patients the 
need for diis simultaneous decompression and 
feeding is not so great. However, it appears to 
me to be a very sane procedure to adopt as a 
routine because such patients cannot take and 
assimilate much food by mouth for four or 
five days, and intravenous alimentation is in- 
adequate. We surgeons must admit that we 
have been guilty, too often, of starving our 
patients postoperatively. This is inexcusable 
and must be stopped. Patients upon whom we. 
have performed a serious operation need 
calories just as badly as a soldier needs calo- 
ries or ammunition to fight a war. Why 
not give them these calories to help them carry 
the load we have inflicted upon them? We can 
do this fairly simply by feeding them dirough 
the Abbott-Rawson tube. This does not load 
down the stomach, and puts the food distal to 
the anastamosis where it puts no load on the 
suture line. 


BILIARY FISTULAS 

Such fistulas are, of course, common because 
whenever a stone is removed from the com- 
mon duct, a T-tube is usually inserted and 
removed two or three weeks later, thus result- 
ing in a temporary fistula. It is true that some 
surgeons sew up the opening in the common 
duct. I have done so only occasionally — pri- 
marily when dilatation was pronounced. 

When a T-tube is placed in a common duct 
following removal of a stone, certain routine 
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procedures should be adopted in the care of the 
patient. I personally do not recommend leaving 
this tube in longer than two weeks. I believe 
tliat after the inflammation in the terminal 
end of the common duct incident to the opera- 
tion has subsided, the tube can be taken out. 
After about ten days we clamp the tube for 
about an hour a day, and increase this clamping 
each day until the patient is able to tolerate 
the tube being clamped for a period of eight 
or ten hours. If it is painful, it usually means 
that there is a mild obstruction, suggesting of 
course that the tube should not be removed at 
this time. One should wait a few more days, 
watching the stool for bile and waiting until 
the tube can be clamped without pain. Unless 
there is obstruction, these fistulas will not drain 
longer than a few days after removal of the 
tube. The cause of obstruction may be either 
(i) residual stone, (2) local pancreatitis, (3) 
pancreatis of the fibrosing type, (4) carcinoma 
of the head of the pancreas, or (5) a stricture. 
Unfortunately, strictures are too often traumatic 
in type, but they can be purely inflammatory 
and not related to the operation. 

Occasionally a biliary fistula results from 
slipping of the ligature on die cystic duct. Al- 
though this may drain profusely for several 
days, it invariably closes within several days. 
On other occasions, following cholecystectomy, 
a biliary fistula will develop from the section 
of anomalous hepatic ducts connecting the gall- 
bladder with the liver bed. These likewise close 
spontaneously within a few days. 


W HEN the gallbladder is drained a fistula 
is naturally created; ordinarily it will 
close within a few weeks. Occasionally this 
fistula is persistent and does not close. Wlien 
it is persistent it usually means that there is 
an obstruction in the cystic or the common 
duct. Obviously, at the time of operation one 
should examine die common duct in every case 
and remove all stones present. If white bile is 
))resent in the gallbladder at the time of opera- 
tion, a diagnosis of obstruction of the cystic 
duct is almost always justifiable. If a cholecys- 


tostomy is performed under such circumstances 
it will not close; dierefore, the gallbladder 
should be removed unless the patient is acutely 
ill indeed. We don’t do very many cholecys- 
tostomies any more, largely because we learned 
that the inflammation accompanying cholecys- 
titis of this acute type is not bacterial but is 
primarily chemical; cholecystectomy in such 
cases is followed by surprisingly little reaction 
from the standpoint of infection. 


PANCREATIC FISTULAS 

This group is most commonly observed fol- 
lowing resection of the head of the pancreas. 
At the present time I do not know whether we 
should transplant the cut end of the pancreas 
into the intestine following resection of the 
duodenum and head of the pancreas, or 
whether we should ligate tlie pancreatic duct 
and close over the cut end without transplan- 
tation. There is not complete agreement as to 
how much dysfunction results from ligation 
of the pancreatic duct, thus preventing e.xternal 
secretions from entering the intestine. Such 
patients do not have a lot of trouble, but they 
do have some. They are apt to have a fistula 
at least for several weeks; it is possible that as 
time goes on we shall routinely transplant the 
stump of the pancreas into the intestine and 
thereby eliminate the pancreatic fistula. 

Fortunately, the secretions draining from the 
pancreas are not very irritating in themselves, 
altliough the skin does become red, irritated, 
and somewhat painful at times. Such fistulas 
always close spontaneously, but before doing so 
will alternately close up for a few days and 
break open. Frequently the patient complains 
of pain and distress while the fistula is closed 
and he gets relief when it is opened. 

The digestive disturbances accomnanying 
pancreatic fistulas consist of dyspepsia, diarrhea, 
and fatty stools; the stools are bulky, and if the 
diarrhea is very pronounced the patient will 
lose Weight and show evidence of malnutrition. 

This particular patient, who had a resection 
of the head of the pancreas for carcinoma. 
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illustrates that point. Do you still have this 
leakage on your dressing? 

patient: Yes. 

DR. cole: Is it getting any better than it was? 

patient: Not much better. 

DR. cole: First, I will set forth the important 
data in his history. He is 59 years old. He came 
in complaining of pain in the abdomen of a 
few weeks’ duration, with chills and fever. He 
was jaundiced for three weeks and had clay- 
colored stools; his appetite was poor and he 
had lost 15 pounds; malaise and weakness were 
pronounced. At the time he came in he had a 
high fever in the afternoon, dropping down to 
normal by morning; the diagnosis of suppura- 
tive cholangitis seemed quite obvious. We 
thought he probably had a carcinoma of the 
head of the pancreas in spite of die fact that 
he had a suppurative cholangitis, which ordi- 
narily does not occur in carcinoma of the 
pancreas; it usually occurs when you have 
obstruction of the common duct by stone. 

As an emergency operation, we had to drain 
his common duct, whereupon his fever and 
chills stopped and his jaundice lessened. We 
went ahead and resected the head of the pan- 
creas for the carcinoma, including the duode- 
num, in two stages. It was done in two stages 
because he had been so ill with his suppurative 
cholangitis. 

The operation was performed in the latter 
part of May 1944. You say that the drainage 
is still present? 

patient: It is still draining. 

DR. cole: He doesn’t think there has been 
much decrease. Does it irritate. your skin? 

patient: Very much. 

DR. cole: Since the operation diis patient has 
had some nutritional disturbances. He devel- 
oped a rather pronounced diarrhea of the 
steatorrhea type, whereupon he lost some more 
weight and developed a hypoproteinemia, re- 
quiring hospitalization to bring his proteins 
back up. His malnutrition is in good control 
now, but he still has the fistula. 

I have not seen, in fact I do not think I have 
heard of, one of these pancreatic fistulas which 
persisted permanently. This one has been pres- 


ent four months. Most of them will have dis- 
appeared by this time. 

The patient’s skin is covered with aluminum 
powder which protects the skin from irritation. 
However, the irritation is mild and there is no 
evidence of digestion of the skin as in a duo- 
denal fistula. 


DUODENAL FISTULA 

This is a serious type of fistula which tends 
to digest the skin and subcutaneous tissue. It 
taxes our judgment and knowledge to the ut- 
most in endeavoring to save the patient and to 
get the fistula to heal. Unfortunately it com- 
monly results from accidents during the opera- 
tion; the duodenum is either torn inadvertently 
or a clamp is put on it and the consequent gan- 
grenous area breaks down later, thus resulting 
in a fistula. Leakage of the duodenal stump 
following gastrectomy commonly results in a 
duodenal fistula. Probably the chief factor in 
this severe digestion is the activation of the 
trypsinogen of the pancreas by the enterokinase 
of the intestine. 

W HAT can we do to protect the skin from 
this secretion? One should first try to 
apply something protective over the skin 
around the fistula. Numerous agents including 
kaolin, liquid latex, charcoal, zinc oxide, etc., 
have been recommended but none is entirely 
satisfactory. Neutralization of the ferments by 
irrigation widi an acid solution has been sug- 
gested. Aluminum powder and aluminum 
ointment are more effective but not entirely 
satisfactory. An ointment made of aluminum 
powder, zinc oxide, and petrolatum, ounces 3, 
6, and 8, respectively, (Thorstad) is fairly ef- 
fective. The most effective procedure is suction, 
which was introduced by Cameron in 1924 or 
1925. The tract is catheterized by a small tube 
or catheter and suction applied to this rube; if 
you keep the secretions out of the wound ypu 
will get no irritation of the skin and over half 
of them will heal spontaneously after several 
days or a few weeks. However, as I stated, this 
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is the most dangerous of all fistulas and fatali- 
ties will occur in a large percentage of them. 

FECAL FISTULAS 

No doubt the most common accidental fis- 
tula is the fecal type developing five to ten 
days after laparotomy. As stated previously, the 
most common cause is injury to the bowel; this 
injury may actually be an undetected, and con- 
sequently unrepaired, laceration, or may be the 
result of application of a suture in the wall of 
the bowel during closure of the abdomen. On 
other occasions a suture line in some type of 
intestinal anastomosis breaks down. Explana- 
tions for the breakdown of a suture line are 
numerous indeed, and include such errors as 
too deep, shallow, tight, or loose, application 
of tire suture, impairment of blood supply, ten- 
sion on the suture line, and obstrucdon distal to 
the anastomosis, the latter of which may cause 
a breakdown even in the presence of perfect 
technic. Naturally the wound will become 
acutely infected when the fecal fistula develops 
across it; it may have to be opened widely for 
drainage. 

No radical treatment is indicated for the 
fistula in its acute stage. After the infected 
wound clears, most of the fecal fistulas will 
close spontaneously, although some may drain 
for months. If drainage persists after seven or 
eight months, it should be assumed that opera- 
tive repair will be necessary. However, 1 wish 
to emphasize very strongly that no operative 
repair should be undertaken until it is proven 
by barium enema, etc. that an intestinal ob- 
struction distal to the fistula does not exist. 

Operative repair must be radical. Dissection 
of the sinus and ligation at the margin of the 
intestinal wall rarely is successful. Occasionally 
the fistulous tract leading into tlie intestine 
will be so narrow that its base can be inverted 
into the lumen of the bowel with a couple of 
purse-string sutures. More commonly, it will be 
necessary to resort to resection and some type 


of intestinal anastomosis. Sulfasuxidine should 
be given to the patient for four or five days be- 
fore the operation. Postoperative intestinal de- 
compression will be indicated in all cases. If 
die fistula is located in the large bowel and a 
resection is necessary, a Mikulicz resection will 
usually be satisfactory; if a primary anastomosis 
is performed, it may be necessary to do a tube 
colostomy proximal to tlte anastomosis for 
decompression. 
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POLIOMYELITIS SEASON 

D uring 1946 apparently more cases of 
poliomyelitis occurred in the United 
States than in any previous year with 
the possible exception of 1916. Although there 
is great variation in the frequency and average 
severity of poliomyelitis from year to year, a 
definite cyclic pattern has not been determined. 
The worst year recorded prior to 1946 was 
1916, but there is insufficient evidence to indi- 
cate that a particularly severe poliomyelitis sea- 
son occurs every 30 years ! 

At the time of writing, it is impossible to 
tell whether 1947 will be “good” or “bad” for 
this disease. In most of the years of high polio- 
myelitis incidence tlie spring has shown iso- 
lated areas of early outbreaks, usually in the 
South. Apparently there has not been much of 
this in 1947. 

Regardless of the frequency or over-all se- 
verity of the disease this year, it is inevitable 
tliat there will be many cases of poliomyelitis. 
The mode or modes of spread are still matters 
of some dispute; there is, nevertheless, some 
evidence that person to person contagion is pos- 
sible, at least during the early phase. Perhaps 
it is safe to say that there is slightly more evi- 
dence for diis rnethod of contracting the dis- 
ease than there is for sewage pollution or insect 
vectors or any other single etiologic theory. 

Until die mediod of spread has become es- 
tablished, however, the physician is in the posi- 
tion of taking a middle course in cautioning 
avoidance of direct sources of infection but re- 


sisting the hysteria which is all too easily 
aroused. He must continue to recognize the fact 
that in spite of die frequent disastrous conse- 
quences of poliomyelitis, it is a comparatively 
rare disease — and the public should understand 
this too. 

The ideal course of treatment is also still con- 
troversial. Adequate controlled studies of pres- 
ent methods of treatment with an impartial 
evaluation of the results is needed so that all 
victims of the disease can be given that form of 
treatment which can be shown to be superior. 
Controlled studies of the effects of treatment 
have been difficult to attain and evaluate. Con- 
sequently unanimity of opinion has not yet 
been achieved. 


THE ARTHRITIS PROBLEM 

P ROGRESS in solving the arthritis problem over 
the last ten years has been greater than is 
generally appreciated. To a large extent this 
comes from the splitting off of specific types of 
arthritis and the recognition of die importance 
of differential diagnosis. This means not only 
that more kinds of arthritis due to bacteria, 
such as pneumococcal arthritis and gonococcal 
ardiritis, are recognized as such, but also that 
more are effectively treated by chemothera- 
peutic agents or antibiotics. It also implies that 
osteoarthritis, or degenerative joint disease, is 
now generally recognized as being primarily 
noninfectious in nature. Therefore this type of 
arthritis is correctly and more frequently treat- 
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ed in an entirely different manner than is rheu- 
matoid arthritis. 

Rheumatoid arthritis is the variety of joint 
disease at which the greatest efforts are being 
aimed to elucidate the etiologic factors, the 
pathogenesis, and to develop rational treatment 
procedures. 

Most features of rheumatoid arthritis indi- 
cate some kind of chronic infection, though if 
this is true the specific agent, or agents, have 
not yet been identified. Much has to be learned 
also concerning the pathogenesis of diis disease, 
though research workers diroughout the coun- 
try appear to be devoting more and more time 
to this subject. Therapy is, of course, an ever 
present problem, with constant attempts to 
weigh tlic relative value of non-specific and 
allegedly specific lines of activity. 

As was brought out at the recent meeting of 
the American Rheumatism Association in At- 
lantic City, some of the commonly employed 
treatments for rheumatoid arthritis consist in 
making the patient sicker than he was before. 
If the patient becomes sick enough and gets 


better, the arthritis may also improve. This is 
perhaps an unduly cynical point of view, but, 
nevertheless, when one considers, for example, 
the use of gold salts in the dierapy of rheuma- 
toid ardiritis, it has much to justify it. 

Few problems in medicine are more pressing 
than the adequate treatment of rheumatoid 
arthritis and the prevention of the terrible de- 
formities which all too often result in spite of 
any form of treatment tried. In the conquest 
of this important variety of the arthritides, re- 
search is all-important. The exchange of ideas 
and die reporting of research permitted by the 
renewed annual meetings of the American 
Rheumatism Association should further and 
accelerate the soludon of these problems. 

EARLY DIAGNOSIS OF PSYCHOSES 
IN CHILDREN 

T he prognosis in mental disease, just as in 
many physical diseases, often depends upon 
how early in the disease the diagnosis is estab- 
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lished and treatment initiated. However, there 
are obstacles to early diagnosis of mental dis- 
eases, not the least of which is the fact that 
many mental disorders have their origin in 
childhood. This in itself is not so important, 
except that most pediatricians have little if any 
training as psychiatrists. For this reason, the 
recent report by Bradley of the behavior char- 
acteristics of schizophrenic children should be 
of especial interest not only to pediatricians but 
also to the general practitioner. 

An investigation of the behavior character- 
istics of 14 children diagnosed as schizophrenic 
revealed that these children exhibit eight espe- 
cially prominent characteristics. In the order of 
their frequency and apparent importance they 
are: 

1. Seclusiveness. 

2. Irritability when seclusiveness was disturbed. 

3. Daydreaming. 

4. Bizarre behavior. 

5. Diminution of personal interests. 

6. Regressive nature of personal interests. 

7. Sensitivity to comment and criticism, 

8. Physical inactivity. 

These traits were found to be diagnostically 
significant as early as the fourth year of life, 
»nd evidences of maladjustment usually were 
*noted by the second year. While a well sub- 
stantiated diagnosis of schizophrenia in child- 
hood ordinarily carries a serious prognosis, it 
is nonedieless true tliat early diagnosis can 
bring about a salutary elimination or reduction 
of factors which intensify the child’s funda- 
mental maladjustment. Obviously, therefore, 
a thorough study of Bradley’s work is indicated 
for pediatricians and other physicians who have 
children as patients. 


THE A. M. A. AT ATLANTIC CITY 

T he recent centennial session of the Amer- 
ican Medical Association held at Atlantic 
City broke all records for meetings of its kind. 
Attendance was over 15,000 registered fellows: 
symposia, general scientific meetings and the 


section meetings were aliriost universally well 
attended. The scientific material presented was 
of high quality and wide interest. 

Outstanding among the features of the ses- 
sion were the scientific exhibits. These exhibits 
invariably present in graphic form many of 
the latest developments in different branches 
of medicine. This year they were both larger in 
number and exceptionally wide in scope. The 
exhibit on congestive heart failure by Burch 
and Reaser of Tulane University School of 
Medicine, for example, illustrated the use of 
radioactive sodium as a means of studying 
physiologic and pathologic processes. This 
opens a new field of usefulness for the radio- 
active isotopes. This exhibit demonstrated that 
there is a much more prolonged retention of 
sodium (Na“') in congestive heart failure tiian 
there is in a normal person. 

The teaching possibilities of exhibit material 
were well illustrated by an exhibit on the use of 
models in cancer. This was prepared by Gold- 
man and Belsie. It included the use of life-size 
medical sculptures in full color showing varie- 
ties of neoplasms. The parts were interchange- 
able and were made of different consistencies 
of rubber to permit life-like palpation. Prob- 
ably this technic can be extended to many other 
types of lesions when the actual patients are not 
available. 

The special exliibit and demonstrations on 
fractures has been a popular feature of the 
A.M.A. scientific exhibits for many years. The 
popularity of tiiese exhibits, as well as the spe- 
cial exhibits on physical medicine and the ques- 
tion and answer conferences on diabetes and 
cardiovascular diseases was reflected by the high 
attendance. 

Although the scientific exhibits and other 
features of the annual A.M.A. sessions furnish 
unexcelled sources for keeping up with the 
progress of medicine, the size of these meetings 
has become so great that the problems of lec- 
ture facilities, floor space, and housing have 
become increasingly complex. Also the enor- 
mous number of lectures, conferences and ex- 
hibits is so overwhelming as to cause a feeling 
of bewilderment. 


This Month in Medicine 


ABNORMAL PROTEIN IN THE BLOOD 

W HILE suffering from various diseases, the 
patient has in his blood stream proteins 
which are not present under normal conditions. 
These proteins have been isolated and crystallized. 
In the past this protein material, C-reactive pro- 
tein, has been thought to be related to the pneu- 
mococcal C polysaccharide. 

However, in a recent communication, McCarty 
has suggested that this relationship is fortuitous — 
that the C-reactive protein is a separate entity. Fur- 
thermore, it is not an immune antibody, as one 
might expect to find in conditions of disease. For 
C-rcactive protein has no specificity for any incit- 
ing agent of the disease. Further, it appears in the 
acute stage, and disappears during convalescence. 
And it is in the albumin rather than in the globulin 
faction of the plasma. 

These findings have interesting implications and 
have initiated considerable speculation as to the 
origin and function of this material. Apparently, 
the regular appearance of the C-protein, or some 
similar material, is present in disease processes of 
noninfectioiis origin. One investigator, for example, 
found evidence of the existence of C-protein in 
the blood of six patients with myocardial infarc- 
tion. Thus, the appearance of this and similar ma- 
terials seem more or less a general phenomenon, 
characteristic of pathologic processes. 

SUGGESTED READING 

McCarty, M.nclyn; The occurrence during acme infections 
of a protein not normally present in the blood. J, Exper, Med. 
85:491, May I, 1947. 


DIAGNOSIS OF GONORRHEA 

F ew practitioners are aware of the limitations 
of the laboratory in determining whether a 
woman has or docs not have gonorrhea. Yet cor- 


rect diagnosis is a matter of first importance. It has 
legal and social, as well as public health value. 
Nevertheless, most communities require only a 
clinical judgment, supported by almost any sort 
of laboratory evidence. Recently, King has demon- 
strated that these methods do not .suffice to assure 
public and patient that she is free of gonorrhea. 

Over 6,100 smears and 3,200 cultures were taken 
from 598 women in Cincinnati. They were studied 
by the City Health Department, whose laboratory 
is probably better than average but which has the 
ordinary diagnostic facilities found in most labora- 
tories — that is, nothing fancy or unusual, nothing 
that would make the data significantly different 
from those taken in the usual clinical laboratory. 

In this series, a single smear missed 59 per cent 
and a single culture missed 38 per cent of the in- 
fected cases. However, 3 smears and 3 cultures 
missed only 0.2 per cent. The cultures were 1.7 
times as accurate ns the smears for diagnosis. But 
in detecting treatment failures, the two methods 
were of equal accuracy. Three smears and 3 cul- 
tures during the ten days after treatment missed 
8 per cent of the treatment failures. King suggests 
that the minimum effort for determining a cure 
should be a succession of smears and cultures, 
over a period of two months. 

SUGGESTED READING 

King. A. G.: .■\n evaluation of the criteria of diagnosis and 
cure of t'onorrhea in the female. Am. J. Obst. & Gyncc. 
53:839. May 1947. 


PERSONALITY AND THE DIET 

W ITH the development of more reliable tests 
for the measurement or appraisal of person- 
ality, several novel problems for investigation 
have appeared. Not the least important of these 
has been the relation of diet to personality. 

Last year, Brozck and his associates reported 
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their investigation of normal young men who were 
maintained on restricted intakes of vitamin B- 
complex. Under these restricted dietary conditions, 
the men showed symptoms of personality deterio- 
ration long before any changes in their physical 
well-being could be observed. Depression, hysteria, 
loss of spontaneity, and increase in tension were 
commonly observed. When their diets were again 
■normal, their personalities correspondingly re- 
turned to normal. 

Recently, investigators at the Office of the Sur- 
geon General, U. S. Army, and Northwestern 
University Medical School have, in a measure, 
confirmed these findings. Five subjects, during a 
period of restricted intake of vitamin B and pro- 
tein, showed personality changes, usually in the 
direction of hysteria, hypochondriasis, and depres- 
sion. Regression occurred when the initial normal 
diet was restored. 

These results, if repeatedly confirmed, can be 
of considerable social, as well as medical, signifi- 
cance. 

SUGGESTED READING 

Brozek, J., et al.: A study of personality of normal young 
men maintained on restricted intakes of vitamins of the B 
Complex. Psychosomatic Med. 8:98, March-April 1946. 

Henderson, C. R., et al.; Changes in personalit)' appraisal 
ssociated with a restricted intake of B vitamins and protein. 
Am. J. Med. Sc. 213:488. April 1947. 


REGIONAL INJECTION OF PENICILLIN 

D bbh.it.\ting and painful phlegmons of the 
nose and throat have been found to respond 
quickly to local injection of penicillin made direct- 
ly into the lesions. The technic is relatively new 
because, ih the past, antiseptics could not be so em- 
ployed. Not only were they tissue poisons, but 
there was actual danger of spreading the infection. 

Penicillin, however, is not a tissue poison; and 
e.xperience indicates that infections are not spread 


by injecting penicillin directly into infected areas. 
Obviously, therefore, penicillin may be used in a 
manner more or less peculiar to itself. It may be 
placed in immediate contact with the offending 
organism. 

Three years ago Peck injected with penicillin 
multiple furuncles that occurred on the back of a 
diabetic woman. Regression was complete and 
rapid. Similarly, Otten injected furuncles with 
mixtures of penicillin and procain hydrochloride; 
and Rose and Hurwitz developed an interesting 
technic of injecting the whole region in which the 
furuncles occurred. Felon, carbuncle, perianal in- 
fection, cellulitis, and other infections yield to 
treatment. 

Local penicillin injection has now been applied 
to phlegmons of the nose and throat. Gettes treated 
by direct penicillin injection 26 consecutive 
otolaryngological patients. Response was imme- 
diate in most cases. Of 17 patients with peritonsil- 
lar phlegmon, 9 recovered within a day, and all 
had recovered within four days. Peritonsillar 
patients would be drinking comfortably and tak- 
ing a soft diet within twenty-four hours after in- 
jection; and they would be eating solids within 
forty-eight hours. Aside from these favorable re- 
sponses, the practice has merit because it requires 
the minimal amount of surgery. 

The penicillin was administered usually in doses 
of 50,000-100,000 units. Seldom was a total of more 
than 200,000 units required. 

SUGGESTED READING 

Peck, F. B.: Penicillin, with special reference to its use in 
infections complicating diabetes. Am. J. Med. Sc. 208:581, No- 
vember, 1944. 

Onen, A. J.: Penicillin and procaine hydrochloride. J.A.M.A. 
128:910, July 21, 1945. 

Rose, D., and Hurwitz, D.: The regional injection of 
penicillin in local infections. New Eng. J. Med. 234:291, Feb- 
ruary 28, 1946. 

Gettes, G. N.: Regional injection of penicillin in phlegmons 
of the nose and throat. Eye, Ear, Nose, and Throat Montlily. 
26:273, May, 1947. 

R. W. C. 
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'this special consultation information service is offered as a regular monthly feature of Postgraduate Medicine. 
Readers are invited to call on this Service for answers to diflicuU medical problems from members of our Editorial 
Board best qualified to help. Each question will be answered by mail and those of general interest will be pub- 
lished each month. Address all communications to Consultation Service, Postgraduate Mediane, 512 Essex Build- 
ing, Minneapolis 2, Minnesota. 


EPIDERMOPHYTOSIS 

QUESTION: What is considered the best treat- 
ment for epidermophytosis and other sl^in fungous 
infections? Are foot baths in common shower 
rooms still considered of value? If so what chemi- 
cals are used? M.D. — Kansas 

ANSWER: Recently the fatty acids, undecy- 
lenic, and propionic have been used extensively in 
epidermophytosis and other skin fungous infec- 
tions.. These newer measures have not been found 
any better than older antifungous agents, as sali- 
cylic acid, sulfur, mercury, and chrysarobin. The 
former, however, are nonirritating, have very low 
sensitizing potentials and can therefore be used 
in all types of fungous infections of the skin. The 
prophylactic foot baths in shower rooms arc now 
considered of no value in the prevention of derma- 
lophytosis. 

SUNBURN OINTMENTS 

QUESTION: I understand that the armed forces 
developed some ointments to prevent the sun’s rays 
from causing burns. Have these been used in any 
diseases characterized by photosensitivity? What 
is the composition of these agents? 

M.D. — Washington 

ANSWER: During the war innumerable sub- 
stances were tried as protective skin coatings for 
the prevention of sunburn. One of the most satis- 
factory agents was found to be dark red veterinary 
petrolatum. This product is not readily available, 
however, and most unpleasant to use. Ten per cent 
Salol (phenylsalicylate) in 70 per cent alcohol, or 
incorporated in an ointment base, has equally 
good screening properties. 

Some of the newer sun filtering agents, as 10 


per cent para-aminobenzoic acid in 70 per cent 
alcohol, or in a cream base, seem superior to the 
first mentioned agents. These protective measures 
have been used not only to prevent sunburn but 
in such conditions as lupus erythematosus, hydroa 
varioliformis, and solar sensitivities induced by 
-such drugs as the sulfonamides. 


PULMONARY SUPPURATIVE DISEASE 

QUESTION: In a case of pulmonary suppura- 
tive disease such as bronchiectasis, in which mul- 
tiple organisms have been cultured, should penicil- 
lin aerosol and streptomycin aerosol be used? 
Although oxygen is usually recommended, can 
compressed air be used instead? 

MD. — Iowa 

ANSWER: Both penicillin and streptomycin 
aerosol might be tried. Unless the patient is suf- 
fering from oxygen want, compressed air could be 
used. 

CIRCUMCISION OF NEWBORN INFANTS 

QUESTION: An increasing number of obstetri- 
cians are circumcising newborn infants at the time 
of delivery. Is this a wise procedure? How great 
is the danger of hemorrhage? 

M. D. — Minnesota 

ANSWER: It is still considered inadvisable to 
circumcise newborn infants until one has had an 
opportunity to observe their progress during their 
first few days of life. It is at least incautious to 
circumcise them at birth. Blood dyscrasias may lead 
to serious hemorrhages; moreover, the clotting- 
time of an infant’s blood changes materially in the 
first few days of life. 


59 



6o 


POSTGRADUATE MEDICINE 


MALARIA 

QUESTION: A man, years of age, who re- 
turned from the South Pacific two and one-half 
years ago where he had a severe malaria, complains 
of chills after any unusual exhaustion. I have seen 
him on one occasion, the chill was mild, and the 
temperature 99.0° F. Routine blood smear did not 
reveal any parasites. After adrenalin a thic\ smear 
was negative. He has now lived in an area where 
there is no malaria for two years. How long might 
he still have malaria? Should he be treated with 
anti- 7 nalarial drugs, and if so in what doses? 

M.D. — Michigan 

ANSWER: The Veterans Administration rec- 
ommends withholding the diagnosis of malaria in 
the absence of parasites. In this case a search for 
another cause should be made. 

Malaria may persist for two or three years after 
the initial exposure. Only patients with malaria 
should be treated with anti-malarial drugs. 


LOBECTOMY FOR METASTATIC LESIONS 

QUESTION : I have heard that some surgeons 
have done a lobectomy for a metastatic lesion when 
the primary had been removed previously. Are 
there any cases reported in which this has mate- 
rially lengthened life? If so, in what type of 
tumors? M.D.— Illinois 

•ANSWER: A number of cases are now on rec- 
ord in which lobectomy, and even pneumonec- 
tomy, have been performed for metastatic lesions 
in the lung after previous removal of the primary 
lesion. Although it may be difficult to prove defi- 
nitely that life has been “materially lengthened” 
in these cases, there is reason to believe that it has 
been. Obviously tire procedure is justified only 
when there is reasonable evidence that there are 
no other sites of matastases. Under these condi- 
tions, and especially if the original neoplasm was 
of a low grade, the operation would seem to be 
justified. Further justification lies in the low sur- 
gical risk which lobectomy and pneumonectomy 
now carry. 


PERNICIOUS ANEMIA IN PREGNANCY 

QUESTION : Please discuss the treatment of a 
patient with pernicious anemia occurring during 
the first pregnancy. What are the danger signs, 
especially as to the blood count? What dose of 
reticuloge?! should be used and how often should 
it be given? Should iron be administered? 

M.D. — Wisconsin 

ANSWER: It is assumed that the questions 
refer to pernicious anemia coincidental with preg- 
nancy rather than anemia peculiar to pregnancy. 

True anemia should be treated with adequate 
amounts of liver extract. A reticulocyte count 
should be taken before starting the therapy, and 
additional reticulocyte counts obtained on alter- 
nate days thereafter in order to note the results of 
the therapy. Forty-five units of a potent liver ex- 
tract should be given daily for a period of four 
days reduced thereafter to 15 units per day. Folic 
acid may be given with the liver, in the amount of 
30 mgm. per day. If an adequate reticulocyte rise 
is not obtained, the dosage of folic acid may be in- 
creased to 100 mgm. per day. 

It is well to prescribe 500 mgm. of Vitamin C 
orally daily during treatment, and if free hydro- 
chloric acid is shown to be absent by gastric analy- 
sis, hydrochloric acid should be prescribed. Also, 
a ferrous sulphate preparation is recommended, in 
the amount of 30 grains per day. 

The maintenance dose of liver extract should be 
arrived at by experimentation in each case. One 
should err on the side of overdosage. 

The treatment of so-called “pernicious anemia 
of pregnancy” would differ little from the regime 
mentioned above, but these anemias seldom re- 
spond well to liver, whereas spontaneous recovery 
is to be expected after delivery. Both folic acid 
and liver should be given, with an iron compound, 
and if necessary, transfusion of whole blood. 

As to danger signs, any marked anemia with 
the red cell count below 3,500,000 should cause 
concern, and be carefully studied as to nature and 
background of the disorder. 

If reticulogen is chosen as the preparation to be 
•employed, its dosage should be compatible to that 
of regular liver extract. 
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ABNORMAL BLOOD PROTEIN 

QUESTION: /. T., wale, sixty-set'en years of 
age, farmer. While visiting in Chicago in July, 
i^^6, was seized with dysentery. Was in Presby- 
terian Hospital, Chicago, 12 days. The dysentery 
was controlled and x-rays made, which revealed 
no diagnostic lesion. He continued to lose weight. 

Ill late December, 1^46, his diarrhea returned, 
and has persisted. He has lost about J5 pounds. 
He has distention, at times intestinal obstruction, 
so alarming on occasion, a Miller-Abbott tube was 
introduced jor relief. Colon filing as late as April 
19. 1947. 

Impression: No evidence of any organic lesion 
of the colon but the sigmoid is herniated into the 
hernial sacl^ and this produces considerable me- 
chanical obstruction both forward and retrograde 
which results in poor emptying of the bowel and 
retention of fluid and gas in the colon and some 
gas in the small bowel. 

No ova or parasites found in stool. Blood nor- 
mal; on April it, 1947, his total blood protein was 
2.8; albumen 0.9: globulin 1.9. Between that date 
and April 25, ^947, he had four 500 cc. trans- 
fusions, plasma on two occasions and daily amino 
acid by mouth. On this date his total protein was 
^.2, albumen 0.45, globulin 2.7, a fall of 0.4^ albu- 
men. 

This man had had hernial repair twice in ten 
years, which failed to hold. Could there be any re- 
lation between failure in the care of the hernia by 
surgery and this abnormal blood protein? 

One observer in Chicago thought his condition 
was due to amebic dysentery and hyperthyroidism. 

What suggestions can you give to raise the blood 
nitrogen constituent? What prognosis is offered in 
such a condition? 

hf.D. — Washington 


ANSWER: Serum protein in these low concen- 
trations is seen in the presence o£ chronic nephro- 
sis, idiopathic steatorrliea or nontropical sprue, 
chronic ulcerative colitis and gastrojejunocolic 
fistula; more rarely, in profound malnutrition and 
starvaiion^ in malignancy, in chronic pancreatitis, 
and in so-called idiopathic hypoproteinemia. Fail- 
ure to include urinalysis among the laboratory pro- 
cedures in the present instance implies that renal 
function was normal. The association of recurring 
episodes of diarrhea with hypoproteinemia directs 
suspicion to the bowel. Roentgenologic evidence of 
chronic ulcerative colitis, ileitis and gasrro)e;uno- 
colic fistula being absent, further investigation for 
evidence of idiopathic steatorrhea is indicated. 

Determination of the amount of fat in the 
stools, the concentrations of serum calcium, the 
size of erythrocytes, the prothrombin time 
(Quick), and the type of glucose tolerance curve 
obtained should give valuable information. Re^ 
versal of the albumin-globulin ratio raises the ques- 
tion of hepatic disease, but such low concentrations 
of serum protein rarely are seen in, and the history 
is not that of, hepatic disease. Obviously, more in- 
formation is needed before an opinion as to etiol- 
ogy can be given. 

A low content of protein in the serum may re- 
tard healing of wounds, but because the history, 
as given in the instance at hand, docs not indicate 
the existence of hypoproteinemia as long as ten 
years ago, recurrence of the hernia at that time 
could hardly be attributed to hypoproteinemia. 

A high oral intake of protein (150 to 200 gm. 
daily) should be employed, amino acids should be 
administered intravenously and blood transfused. 
Plasma may be administered, but there must be 
full realization of the dangers of serum hepatitis. 
The prognosis depends on the etiology, but unless 
a surgically removable lesion is found, the prog- 
nosis probably is poor. 



Staff and Serpent 

IS SCIENTIFIC MEDICINE TOO COMPLICATED? 


O NE of the most glib of generalizations dis- 
pensed with pontifical infallibility by the 
brethren of the planned economy, argues 
that medicine has become too complicated for any 
one man to know it all. Sadly enough, even criti- 
cally minded physicians repeat this nonsense, pass- 
ing it on, as honest men do counterfeit paper, and 
thus giving it added currency by the credit of their 
persons. 

This widely current generalization, when not 
spoken in ignorance, is mendacious. It is menda- 
cious because it surreptitiously sneaks in a lying 
premise. The premise is that there was a time 
when some one man could know all of medicine; 
the sequential statement then follows — that now, 
because medicine has acquired so much knowledge 
I it is beyond the competence of any one man to 
embrace it all. 

The fact is that at no time in the history of man- 
kind could any one man embrace all of the current 
medical knowledge, and the further back we go 
in history, the less of the total was it possible for 
him to encompass. Conversely, the closer we come 
to the present, the more of medicine can a man 
both know and understand. For modern science 
is in these respects vastly superior to the ancient 
science, that instead of giving us “systems," it lays 
bare the basic principles by which there is gov- 
ernance of all there is in this universe, including 
, man. 

The phenomena that were individual and dis- 
joined to the ancients are for us tied into one com- 
prehensible whole by the matrix of some natural 
law or principle, in physiology; or chemistry, or 
pathology. Before we knew of the tubercle bacillus 


there were a host of distinctive phthisical disor- 
ders; and before we knew of pathogenic micro- 
organisms, bethink you, how many effluvia, 
miasma, distempers, dyscrasias, and psoras, were 
current as medical lore. 

What order into a bedlam of confusion did 
Schleiden and Schwann bring, and Hooke, and 
Dujardin, and Morgagni, and Virchow, and Pas- 
teur and Koch, and Claude Bernard and Cannon, 
and S. Ramon y Cajal, and Sherrington, and Freud! 
It is simpler far to be conversant with all that 
these men taught than to have known the theories 
and practices of the Hippocratic, Alexandrian, 
Pneumatic, Eclectic and other of . the ancient 
schools. For the moderns speak a tongue that en- 
lightens and feeds the intelligence, whereas the 
ancients, by the witness of Galen, were too often 
and too much a garrulous lot bent on being, and 
delighted in being, contrary. Not that the schools 
were without merit, and many partisans honest 
and earnest. No! That’s beyond the point. But to 
know them all — that is, to know all of medicine, 
was a hopeless task, or, if not hopeless, certainly 
profitless for all but the historian. 

But I flatter my brethren of the planned econo- 
my in expanding so broadly on what was, on their 
part, merely a vapid presumption. That isn’t what 
they meant, at all! What they mean is that in 
order to treat a sick man, the doctor nowadays 
has to know so much more than he can, in order, 
you see, that the man should be treated “first- 
class.” Here, too, there is something sneaky. The 
implication always seems to be that the hypotheti- 
cal sick man is seriously, yes, even desperately, ill. 
He never seems to be suffering from a simple 


62 



STAFF AND SERPENT 


63 


katzenjamtuer—or from a sunburn, an uncompli- 
cated cut; from simple constipation, or the like. 
No, he always has something which calls for a 
“professor” and numerous, intricate, special knowl- 
edges and instruments. 

But, of course, the picture is fake. We are deal- 
ing with the average doctor, and with his average 
patients, and I’ll venture that on the scale of what 
is known and valid in medicine, the patient of to- 
day fares better at the hands and skills of his doc- 
tor, than did the patient of any other time, at the 
hands and skills of his doctor, as measured in the 
scales of what was then known and valid in medi- 
cine. 

No, it is not a case of God’s in His heaven, all’s 
right with mcdicinel There are some things that 
aren’t right. And one thing that wants righting is 
the deletion from the conversation of intelligent 
men of that ill-conceived and corrupting generali- 
zation about no man being capable of knowing 
all of medicine. No one ever claimed he could — 
and beside, it’s only a sneaky effort to discredit the 
general practitioner, so that we might the sooner 
come to realize the dream of dreams: teams of 
state-hired, state-paid medicos, working on a belt 
chain system of medicine; each one an expert, 
knowing more and more of less and less . . . and 
caring even lesser. 

The companion generalization to the one about 
no man knowing all of medicine, is, that the more 
scientific medicine grows, the more costly it be- 
comes. This, too, is taken with an uncritical ear- 
nestness, and repeated without reservation, by many 
who should know better. And yet perhaps they arc 
little to be blamed, for this generalization is bol- 
stered with “fee tables and medical bills from the 
days of yore,” and the contrast with the fees and 
costs of today appears not only marked but in- 
dubitable. 

"c ^ET EVT-x here the dice are frequently loaded, 

1 and the import of the figures is not what it Is 
pretended to be. Thus as to fee tables: it much de- 
pends upon ''when and where!* Half a dollar pur- 


chased so much meat at one time, and ten times 
as much at another. Unless, therefore, the purchas- 
ing power of the dollar, and the standard of living 
at the cited time, be taken into consideration, no 
valid comparisons arc possible. But even if all the 
variable economic factors were properly evaluated 
and the calculations made precise down to a mil — 
what tlien.? All that one could then say is that in 
1840 a hypothetical visit by a hypothetical patient 
to a hypothetical doctor, cost X units of money, 
and in 19^0 the cost was Y times X units. 

That may delight the hearts of the brethren of 
the planned economy, for they love to have things 
figured out. But for the less naive there always re- 
mains the matter of what you get for your money, 
and, assuredly, the hypothetical patient visiting 
a hypothetical doctor in 19.^0, received an incal- 
culably superior “money’s worth” than his counter- 
part could have gotten in 1840. By superior 
“money’s worth” I mean not only better quality, 
but also less costly. Everyone recognizes the su- 
perior quality of modern medicine: few, however, 
recognize that it is in fact less costly, and that, not 
only in the relative, but also in the absolute sense. 
Illness for illness, if one takes into account not 
only moneys paid out but also losses in time, in 
productive competence, and in life span, it was 
more costly to be sick fifty years ago than it is 
today. 

No, it is not true that the more scientific medi- 
cine grows the more costly it becomes. Quite the 
contrary! Contrast what it cost to treat a case of 
pneumococcus pneumonia (plus its almost inevit- 
able complications) in 1880, with the costs of the 
same case in 1920, and again in 1947. Make the 
same calculation for the case of diabetes; of per- 
nicious anemia; of osteomyelitis; of a Niserian in- 
fection; and you will see that it isn’t true that the 
more scientific medicine grows the more costly 
it becomes. No! The more scientific it grows, the 
more of it is to be had, and those who would have 
all of its benefits must be ready to excliange some 
of their pottage for the birthright of better health. 

G. 



Book of the Month— A Report 

DISEASES OF THE CHEST* 


A valuable contribution to the basic under- 
standing of the diagnosis and treatment of 
diseases of the chest is presented by Eli H. 
Rubin, M.D., and Morris Rubin, M.D., of New 
York City. The authors state that they are empha- 
sizing roentgen diagnosis but they do not neglect 
disturbances in pathologic physiology which, in 
the last analysis, are also essential in diagnosis and 
treatment. Important contributions from the litera- 
ture, as well as personal experiences, are included 
so that the book has definite merit for the chest 
specialist as well as the general practitioner and in- 
ternist. Excellent illustrations and roentgen repro- 
ductions are used profusely and add much to the 
more complete understanding of the topics pre- 
sented. 

The contents of the book are divided into six 
major sections. The initial section deals with ana- 
tomic considerations and the technical aspects of 
chest roentgenography including fluoroscopy, usual 
roentgen technics, tomography, angiography, 
kymography, fluorography and mass roentgenog- 
raphy. The technic and importance of broncho- 
spirometry in determining the respiratory function 
of each lung separately is outlined carefully. This 
test is important when bilateral collapse measures 
are used in the treatment of pulmonary tubercu- 
losis. The advantages of roentgen diagnosis as com- 
pared to physical examination are stressed. 

The second section deals with acute and chronic 
pneumonias. The means of avoiding toxic reac- 
tions to the sulfonamides are emphasized. The 
authors believe that penicillin should be preferred 
to the sulfonamides when renal disease, previous 
nephrectomy, urinary tract obstruction, liver dis- 
ease, blood dyscrasias, or a history of toxic reac- 
tions to sulfonamides are present. Complications of 

•Diseases of the Chest: Emphasizing X-ray Diagnosis. By Eli 
H. Rubin, M.D. and Morris Rubin, M.D. 685 pages, 335 illus- 
trations with 24 plates in color. W. B. Saunders Company, 
Philadelphia & London. I947- S12.00. 


the sulfonamides which must be guarded against 
are referable to the gastrointestinal tract, the nerv- 
ous system, and the kidneys. Other important re- 
actions include the blood dyscrasias, skin eruptions, 
sensitization phenomena including drug fever, 
arthralgia and lymphadenopathy. 

For the average case of pneumococcal or strepto- 
coccal pneumonia, the recommended dosage is 
15,000 units of penicillin intramuscularly every 
three hours throughout the day and night. Sulfa- 
diazine is recommended for the uncomplicated 
case of pneumococcal pneumonia, if seen early, 
because of the ease of its administration and its 
proved efficacy. However, penicillin is advised 
when the pneumonia fails to respond in forty- 
eight hours or if complications develop. Hemolytic 
streptococcal infections are preferably treated with 
penicillin from the outset because they are often 
associated with severe complications. 

Suppurative pneumonias or lung abscesses are 
classified as embolic, bronchiogenic and those sec- 
ondary to other pulmonary diseases or pathologic 
processes in adjacent organs. The important com- 
plications result from spread of the disease to the 
pleura or other organs, particularly the brain, 
spleen, liver or kidneys. Bronchiogenic aspiration 
in the same or contralateral lung and extension to 
the mediastinum occur occasionally. It is empha- 
sized that lung abscesses should not be permitted 
to become chronic before surgical intervention is 
planned. The authors feel that surgery is indicated 
if there is any tendency for the abscess to enlarge 
or become chronic but that spontaneous healing 
may occur early in at least 50 per cent by means 
of chemotherapy and adequate postural drainage. 

The treatment of putrid lung abscess is sum- 
marized as follows: (i) the determination of the 
type and exact location of the abscess; (2) chem- 
otherapy, postural drainage and supportive meas- 
ures as long as the abscess shows signs of healing 
spontaneously; and (3) surgical drainage if there 


64 



BOOK OF THE MONTH 


65 




Pleuropenicneal hiatus Congenital absence 



I ' \ 

Traumatic laceration Inflammatory necrosis i 


From: DUentct of lh« CA««i by Hiibin 

Situations of congenita! structural defects and traumatic Jacerations of the dia- 
phragm which cause the more common types of diaphragmatic hernia. ($. W. Harring- 
ton: West. J. Surg., Vol, 44 .) 


is no tendency to healing or if there are other 
pressing indications. 

The third section of the book is concerned with 
pulmonary tuberculosis. The view is expressed that 
the primary infection with the tubercle bacillus 
leads to early generalization and development of 
scattered hematogenous foci. The importance of 
routine mass roentgen surveys is stressed and it is 
pointed out that about i per cent of clinically 
significant tuberculosis will be found in unsclccted 
segments of the population. Of these, about one- 
third will have active pulmonary tuberculosis and 
two-thirds arrested or inactive disease. In those 
patients who have developed symptoms, the onset 
will be insidious, catarrhal, pleural, hemoploic or 
pneumonic. 

The important laboratory procedures recom- 
mended for tlie diagnosis of pulmonary tuberculosis 
are frequent examinations of sputum or gastric 
contents for tubercle bacilli, the erythrocyte .sedi- 
mentation rate, and the tuberculin test. The ac- 
cepted methods of examination for the recovery 


of tubercle bacilli are given in some detail. The 
authors agree that the presence of the organism 
is the only infallible evidence of the existence of 
pulmonary tuberculosis. 

The decreasing incidence of complications in 
pulmonary tuberculosis is pointed out in the next 
chapter. This is thought to be due to earlier diag- 
nosis and improved methods of treatment. Illus- 
trative figures arc quoted from the New York 
Municipal Sanatorium, Otisville, New York, where 
in 1914, 25.6 per cent of the patients examined had 
laryngeal tuberculosis as a complication while in 
1941, the incidence had decreased to 3.6 per cent. 
The handling of nontuberculous conditions such 
as amyloidosis, syphillis, heart disease, diabetes, 
and pregnancy when these coexist with tubercu- 
losis is described. 

The medical and surgical treatment of pulmo- 
nary tuberculosis is discussed in the following 
chapter. The nonspecific and specific therapeutic 
measures are described and pneumothorax is out- 
lined in some detail. BCG is mentioned hrieflv 
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and its importance in this country is judged not 
great due to the continuing decline in the preva- 
lence of tuberculosis. There is just a brief mention 
of streptomycin which is undoubtedly due to the 
completion of the book prior to the reports of its 
clinical use in tuberculosis. The surgical measures 
considered valuable include intrapleural and ex- 
trapleural pneumonolysis, diaphragmatic paralysis, 
pneumoperitoneum, thoracoplasty, cavity drainage, 
and lung resection. 

The fourth major section deals with other im- 
portant diseases of the lungs and bronchi. The 
authors discuss the pneumonoconioses and other 
occupational hazards in some detail and stress the 
importance of differentiating between simple 
silocosis and silocosis with infection. Seven specific 
measures for prevention of silicosis are outlined. 

Bronchial obstruction and its relation to diseases 
of the lungs, mediastinum, heart, esophagus, and 
spine is treated with the respect it deserves. It is 
emphasized that postoperative atelectasis may be 
prevented by specific preoperative, operative and 
postoperative precautions. The developmental fac- 
tors in bronchiectasis are described as bronchial 
obstruction, infection, atelectasis, secretory pressure, 
and pulmonary fibrosis. The generally poor prog- 
nosis of bronchiectatic patients is stressed and Perry 
and King are cited as reporting that 41 per cent 
of 144 patients had died within five years of the 
onset of the bronchiectasis and only 15 per cent 
remained alive for twenty years or longer. 

Medical measures recommended for therapy in- 
clude prevention, postural drainage, bronchoscopy, 
and chemotherapy. The low mortality of surgical 
extirpation is stressed but, the authors point out, 
only a small percentage of patients with bron- 
chiectasis meet the indications for lung resection. 

The fundamental nature of bronchial asthma is 
discussed according to predisposing, secondary, 
and excitive factors. Pulmonary complications 
usually associated with bronchial asthma are con- 
sidered chiefly the result of bronchial obstruction 
and infection. Loeffler’s syndrome, an allergic 
pneumonia often developing in chronic asthmatics, 
is stressed to differentiate it from tuberculosis and 
atypical or viral bronchopneumonia. 

The increasing incidence of bronchiogenic car- 
cinoma is ascribed to an aging population, im- 


proved methods of diagnosis, and a greater accu- 
racy in histologic differentiation. According to this 
text, there are no pathognomonic symptoms of 
bronchiogenic carcinoma and the diagnosis is de- 
pendent upon roentgenology and bronchoscopy. 
The physician is advised to follow the principle 
that any obscure lung disease occurring in an in- 
dividual of cancer age is carcinoma unless proved 
otherwise. Pneumonectomy is described as the only 
treatment but diagnosis is usually made too late. 

The fifth section of the book is devoted to dis- 
eases of the mediastinum, diaphragm, pleura, and 
related structures, including heart-lung disease. 
The mediastinal abnormalities are discussed under 
the headings of displacements, emphysema, infec- 
tions, tumors, and lymph nodes. The differential 
diagnosis of mediastinal lymphadenopathy includes 
tuberculosis, coccidioidomycosis, lymphoblastoma 
and metastases. Mention is made of the marked 
increase in reported cases of diaphragmatic hernia 
due to improvement in diagnostic methods. 

The chapter on pleural effusions includes a dis- 
cussion of fibrinous pleurisy, pleurisy with effusion, 
and purulent effusions as well as the hydrothorax 
accompanying decompensated heart disease. The 
authors point out the difficulties encountered in 
making a definite diagnosis of the underlying dis- 
ease in primary pleural effusion and emphasize 
that “idiopathic” pleurisy in a young adult is tuber- 
culous unless proved otherwise. 

Aspiration of pleural effusions is indicated for 
cytologic and bacteriologic study as well as for 
therapeutic purposes. The discussion states that 65 
to 85 per cent of hemorrhagic pleural effusions are 
caused by malignant neoplasms of the lungs and . 
pleura, although simple serous effusions may also 
be produced by carcinoma. They recommend 
search for tumor cells in examination of both 
hemorrhagic and serous effusions. 

The concluding section of the book covers the 
principles of surgical treatment, emphasizing pre- 
operative and postoperative care. The differences, 
from a surgical standpoint, between the individ- 
ual with acute suppurative disease of recent origin 
and the chronically ill patient with chronic pul- 
monary suppurations, bronchiectasis, neoplasms, 
and tuberculosis are stressed from the standpoint 
of preoperative medical care and the frequency 
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of postoperative complications. Bronchoscopic 
examination to determine the operability of neo- 
plasms, the exact localization of abscesses, and the 
presence or absence of endobronchial tuberculosis 
prior to the induction of pneumothorax is recom- 
mended whenever cases involving these conditions 
are encountered. 

Brief discussions of surgical technic are in- 
cluded to enable the student to appreciate what 
the thoracic surgeon is doing. The final chapter 
deals with chest emergencies and includes treal- 


incnt of traumatic hcmotliorax, traumatic and 
tension pneumothorax, crushing chest .wounds, 
and thoraco-abdominal injuries. i 

An excellent bibliography is included ’for each 
subject discussed and tlie contents arc well indexed. 
There arc few typographical errors. There is one 
error of some importance on page 81 where the 
dosage of sulfadiazine is given ns approximately 
0.5 gm. per pound where 0.05 gm. per pound is 
probably meant. This book can he recommended 
to all physicians interested in diseases of the chest. 

S. C. 
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and its importance in this country is judged not 
great due to the continuing decline in the preva- 
lence o£ tuberculosis. There is just a brief mention 
of streptomycin which is undoubtedly due to the 
completion of the book prior to the reports of its 
clinical use in tuberculosis. The surgical measures 
considered valuable include intrapleural and ex- 
trapleural pneumonolysis, diaphragmatic paralysis, 
pneumoperitoneum, thoracoplasty, cavity drainage, 
and lung resection. 

The fourth major section deals with other im- 
portant diseases of the lungs and bronchi. The 
authors discuss the pneumonoconioses and other 
occupational hazards in some detail and stress the 
importance of differentiating between simple 
silocosis and silocosis with infection. Seven specific 
measures for prevention of silicosis are outlined. 

Bronchial obstruction and its relation to diseases 
of the lungs, mediastinum, heart, esophagus, and 
spine is treated with the respect it deserves. It is 
emphasized that postoperative atelectasis may be 
prevented by specific preoperative, operative and 
postoperative precautions. The developmental fac- 
tors in bronchiectasis are described as bronchial 
obstruction, infection, atelectasis, secretory pressure, 
and pulmonary fibrosis. The generally poor prog- 
nosis of bronchiectatic patients is stressed and Perry 
and King are cited as reporting that 41 per cent 
of 144 patients had died within five years of the 
onset of the bronchiectasis and only 15 per cent 
remained alive for twenty years or longer. 

Medical measures recommended for therapy in- 
clude prevention, postural drainage, bronchoscopy, 
and chemotherapy. The low mortality of surgical 
extirpation is stressed but, the authors point out, 
only a small percentage of patients with bron- 
chiectasis meet the indications for lung resection. 

The fundamental nature of bronchial asthma is 
discussed according to predisposing, secondary, 
and excitive factors. Pulmonary complications 
usually associated with bronchial asthma are con- 
sidered chiefly the result of bronchial obstruction 
and infection. Loeffler’s syndrome, an allergic 
pneumonia often developing in chronic asthmatics, 
is stressed to differentiate it from tuberculosis and 
atypical or viral bronchopneumonia. 

The increasing incidence of bronchiogenic car- 
cinoma is ascribed to' an aging population, im- 


proved methods of diagnosis, and a greater accu- 
racy in histologic differentiation. According to this 
text, there are no pathognomonic symptoms of 
bronchiogenic carcinoma and the diagnosis is de- 
pendent upon roentgenology and bronchoscopy. 
The physician is advised to follow the principle 
that any obscure lung disease occurring in an in- 
dividual of cancer age is carcinoma unless proved 
otherwise. Pneumonectomy is described as the only 
treatment but diagnosis is usually made too late. 

The fifth section of the book is devoted to dis- 
eases of the mediastinum, diaphragm, pleura, and 
related structures, including heart-lung disease. 
The mediastinal abnormalities are discussed under 
the headings of displacements, emphysema, infec- 
tions, tumors, and lymph nodes. The differential 
diagnosis of mediastinal lymphadenopathy includes 
tuberculosis, coccidioidomycosis, lymphoblastoma 
and metastases. Mention is made of the marked 
increase in reported cases of diaphragmatic hernia 
due to improvement in diagnostic methods. 

The chapter on pleural effusions includes a dis- 
cussion of fibrinous pleurisy, pleurisy with effusion, 
and purulent effusions as well as the hydrothorax 
accompanying decompensated heart disease. The 
authors point out the difficulties encountered in 
making a definite diagnosis of the underlying dis- 
ease in primary pleural effusion and emphasize 
that “idiopathic” pleurisy in a young adult is tuber- 
culous unless proved otherwise. 

Aspiration of pleural effusions is indicated for 
cytologic and bacteriologic study as well as for 
therapeutic purposes. The discussion states that 65 
to 85 per cent of hemorrhagic pleural effusions are 
caused by malignant neoplasms of the lungs and 
pleura, although simple serous effusions may also 
be produced by carcinoma. They recommend 
search for tumor cells in examination of both 
hemorrhagic and serous effusions. 

The concluding section of the book covers the 
principles of surgical treatment, emphasizing pre- 
operative and postoperative care. The differences, 
from a surgical standpoint, between the individ- 
ual with acute suppurative disease of recent origin 
and the chronically ill patient with chronic pul- 
monary suppurations, bronchiectasis, neoplasms, 
and tuberculosis are stressed from the standpoint 
of preoperative medical care and the frequency 



Birth of a Drug 

T here was a time when compounding a 
remedy was like making a witch’s brew. A 
little of everything available was used on 
the theory that at least one of the conglomerate 
elements would benefit the patient. Now modern 
scientific and industrial technics have been wedded, 
and the old theory is reversed. Every effort is 
made to eliminate all but the essential ingredients. 

Today research is planned. A new therapeutic 
agent is the result of the coordinated efforts of a 
team of scientists. Rarely is a new drug discovered 
by one man or by recognition of a fortunate acci- 
dent. The spectacular exception, penicillin, merely 
proves the rule. More typical 'is streptomycin. 
The objective of Dr, Selman A. Waksman and 
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bacteriologic technics are basic 
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pharmacologist tests TPIEORIES 

his associates was an antibiotic iliat would destroy 
gram negative bacteria in the body without exert- 
ing toxic or other undesirable effects. The bacteri- 
ologist devised special methods for isolating an- 
tagonistic organisms from enriched soils, composts, 
manures, and peat bogs. Thousands of actinomy- 
cetes and fungi were isolated and the antibiotics 
they excreted were studied. 

The pharmacologist has been, and still is, con- 
cerned with elucidating the nature of erratic un- 
toward reactions associated with streptomycin. 
With him works the organic chemist. Together they 
devise innumerable screening tests to obtain the 
maximum amount of information. Vivid imagi- 
nation, keen insight and untiring application arc 
needed to bring a new drug to the bedside of a 
patient. 
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A major role is played by the biochemist in the 
development of new drugs, and in isolating and 
identifying substances having therapeutic merit. 

Evaluation of a new therapeutic agent depends 
upon the results of careful clinical trials. The clin- 
ician is the indispensable cog in the modern ma- 
chinery necessary for the development of a new 
drug. His is the final decision as to the usefulness 
and safety of the new product. 

Nowadays the clinical investigator is seldom a 
solitary worker, but is a leader of a team of spe- 
cialists. By association with colleagues in other in- 
stitutions he is able to broaden and hasten his at- 
tack on a problem. 

Often the solution of a problem by a clinician 
raises new problems which are referred back to the 
organic chemist, the pharamacologist, the bio- 
chemist or other laboratory scientists, thus initiat- 
ing a new chain of investigation. 

Thus, as a result of the combined efforts of 
many trained men, the physician is able to pre- 
scribe for his patient, confident that the ingredients 
are tried and tested and that the medicament will 
act in an expected and predictable manner. 
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What Other Editors Think 

Editorial Evaluations of Current Contributions To Medical Progress 


NICOTINE AND FERTILITY 

ii. 

T here are now in the literature several papers 
which show that nicotine when administered 
daily to animals over a period has some effect on 
fertility, as indicated by the occurrence of abortion, 
of premature births, of stillbirths, and of a decrease 
in the number of young born. 

There are also a good many reports on human 
subjects, though these are mostly less convincing 
than that of Phillips, who established a relation be- 
tween smoking and immotility of spermatozoa in 
a young man. When he stopped smoking motile 
sperms appeared; when he resumed smoking mo- 
tility disappeared; when he stopped again motile 
sperms appeared again. 

Thiencs, Lombard, and their colleagues have re- 
cently described some experiments in which they 
have measured the fertility of rats injected daily 

P 'ith nicotine in comparison with that of control 
Its injected daily with saline. 

There were three experiments in which, taking 
the three together, 92 pairs of control rats were 
compared with 83 pairs injected with nicotine. Of 
the control pairs only 17 per cent were not fertile 
over a period of nearly twelve months, while of the 
pairs injected with nicotine as many as 33 per cent 
were not fertile. Not only was the percentage of 
non-fertile rats about twice as great in those in- 
jected with nicotine as among the controls, but the 
number of progeny was much less. Each control 
pair had on the average 28 young in the experi- 
mental period, while each pair receiving nicotine 
had only 19 young. The doses of nicotine were 2.0 
to 2.5 mg. per kg. given twice a day, and were 
nearly as large as could be given without causing 
convulsions. 

Lombard has pointed out that the relative daily 
dose injected into rats in these experiments would 
correspond to the maximum amount of nicotine 


which could be absorbed from 40 cigarettes. Lom- 
bard’s estimate of the amount of nicotine absorbed 
seems excessive; it would be difficult for the most 
determined inhaler to take in 7 mg. from one ciga- 
rette, and there is good reason to believe that a 
cigarette normally yields about one-tenth of this. 
But Lombard assumes that the rat and man are 
equally sensitive, and again there is good reason 
to believe that man is much more sensitive to nico- 
tine than the rat. In the effect of nicotine on the 
hypothalamus, man is from too to 200 times more 
sensitive than the rat. 

Here then is an important addition to the evi- 
dence that smoking is far from being a harmless 
habit. 

British Medical Journal, 4496, p. joj, 

STREPTOMYCIN RESISTANCE 

T he older anti-infective drugs, quinine and 
arsphenamine, stimulate the body defenses 
rather than being in themselves directly plasmodici- 
dal or spirocheticidal. Characteristic of modern 
chemotherapy as contrasted with that of a genera- 
tion ago, is that the in vivo and in vitro antiseptic 
actions tend to parallel one another closely. 

Penicillin is believed to act only upon rapidly 
growing organisms, and to destroy them at the 
time of fission. Streptomycin’s activity has its ef- 
fect upon intermediary metabolism, upon a phase 
of cell nutrition, rather than upon the bacterial 
cell just at its time of division. Streptomycin differs 
from penicillin also in that it has some direct bac- 
tericidal action upon resting, non-growing, bac- 
terial cells. 

Resistance to streptomycin develops rather quick- 
ly in rapidly growing cultures. A very susceptible 
organi.sm may be cultured in a medium which con- 
tains some streptomycin for perhaps a dozen sub- 
cultures, following rvhich it is no longer susceptible 
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to fairly high concentrations of the drug. This par- 
ticular organism is then resistant in the growing 
and in the resting stage. Resistance, however, de- 
velops only in growing organisms, not in those 
which are left suspended in contact with strep- 
tomycin. Growth and presumably internal metabo- 
lic change are necessary for development of the 
characteristic of resistance. The acquired immunity, 
however, then becomes inherent in the strain at 
least for a considerable period. 

Resistance to the antibiotics thus may be easily 
developed in vitro and presumably by the same 
mechanism in the human host. However, another 
mechanism of in vivo resistance has been sug- 
gested, which depends upon the escape of suscep- 
tible bacteria into the reticulo-endotliclial cells of 
the body where streptomycin and penicillin do not 
penetrate. It is not difficult to maintain a high con- 
centration of penicillin or streptomycin in the blood 
stream; however such tissues as the liver and 
spleen ordinarily remain negative for the anti- 
biotics. Nelson ahd associates of Frederick, Mary- 
land, suggest that this escape into the body tissues 
may explain many of the failures to cure complete- 
ly with streptomycin. Certain pathogenic bacteria 
arc facultatively intra- or extra-cellular, that is, 
they are capable of development cither outside of 
or within the host cells. Nelson and associates in- 
vestigated the possibility of combining streptomy- 
cin with a colloidal compound which might 
enable the antibiotic to penetrate into the liver and 
spleen cells. 

They chose trypan blue, a dye prepared with the 
desired electric charge and proper degree of acidity. 
Experimental mice and guinea pigs treated with 
the streptomycin-dye combination showed the anti- 
biotic in the blood and also in the organs which 
are rich in endothelial tissue, the liver and spleen. 
Streptomycin appeared within an hour after the 
trypan blue-streptomycin suspension was injected 
and the level remained liigh for twenty-five hours. 
Streptomycin not only entered the liver and spleen 
and remained there for twenty-five hours, but these 
organs at all intervals contained a higher level than 
did the blood stream. The streptomycin-dyc sus- 
pension appeared to be concentrated in these 
organs. 

Southern Medical Journal, Vol. ^o, p. 


RADIOPHOSPHORUS 

P HYSICISTS like Sir James Shadwick state that 
artificially produced radioactive elements pre- 
pared in atomic piles will soon be readily obtain- 
able for the treatment of disease. Two questions 
at once arise: for what conditions is such radio- 
active treatment useful, and how is the “dose” to 
be controlled.? 

Studies of the fate of P** in the body showed that 
it is rapidly taken up by both red and ivhite blood 
cells within the first twenty-four hours; the red 
cells lose their P^' after forty-eight hours, but 
leucocytes retain their quota for a very long time, 
mainly in the nuclei. The tissues that take up most 
P’" arc bone-marrow, lymph-nodes, liver, and 
spleen; leukemic tissues take up much more than 
normal tissues. Many, but not all, forms of neo- 
plastic tissue selectively absorb radiophosphorus. 
The degree of cellularity influences the uptake— 
for instance, in Hodgkin's disease ibc uptake of 
P’“ decreases with increasing fibrosis of the lymph- 
nodes — because P^*, like normal P”*, is built into 
nuclcoprotcin; so the tissues multiplying fastest 
take up most P^\ Since the presence of much P” 
reduces the uptake of P'^ in therapy the propor- 
tion of P”^ should be kept as low as practicable. 
Unfortunately with as with other lethal sub- 
stances, the difference between the concentrations 
in neoplastic and normal tissue is not wide enough 
to allow the former to be destroyed without affect- 
ing the latter; if enough P'’^ were given to destroy 
all the leukemic cells, the tissues producing red 
cells and platelets would also be fatally affected. 

The radiophosphorus was used in tlie form of 
diabasic sodium phosphate in an isotonic solu- 
tion (15 mg. NanHPO* per c.cm.). The initial 
activity of such a solution was o.20-o.^o millicuries 
per c.cm.; it gradually lost activity, but could be 
used until 0.04-0.05 millicuries per c.cm. was 
reached. Small frequent intravenous injections 
were given in preference to doses by mouth; the 
initial dose was O.I-2.5 millicuries, and treatment 
was at first given two or three times a week. When 
the oral route was used the doses were larger, 
since only about 75 per cent of the dose is ab- 
sorbed. For comparison with x-ray treatment it 
has been calculated that if i millicurie of P” is 
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retained for twenty-four hours by a 70 kg. adult, 
the effect will be equivalent to 0.6 roentgens of 
whole-body radiation. 

The dose was carefully controlled by watching 
changes in the peripheral blood; in leukemias with 
high white-cell counts, and in polycythemia, the 
aim was to restore the blood count to normal. In 
other diseases control was not so easy; in malig- 
nancy and Hodgkin’s disease the treatment was 
continued until blood changes showed that bone- 
marrow activity was depressed; leukemic patients 
without a raised white-cell count received doses 
similar to those found effective in the commoner 
type; in a few patients serial bone-marrow punc- 
tures were used. The dose required to bring about 
a given effect varies greatly from patient to pa- 
tient, even in clinically similar stages of disease. 
The dose must therefore be carefully controlled 
and adjusted to the response in every case. 

The best results have been in polycythemia vera. 
In chronic myeloid leukemia treatment greatly 
relieved the symptoms, reduced the size of the 
spleen and produced a remission in the anemia. 

did not affect acute relapses or typical acute 
forms; nor, oddly enough, did it reduce enlarged 
lymph glands which had resisted x-ray treatment, 
^n lymphatic leukemia P^" gave less satisfactory 
^sults; a similar treatment scheme somewhat im- 
Hroved signs and symptoms, but not so much as 
in myeloid leukemia. Monocytic leukemia did not 
respond at all, and patients with multiple mye- 
lomas obtained only insignificant relief. In Hodg- 
kin’s disease and lymphosarcoma the results were 
poor compared with those of radiation. A few 
patients with other forms of malignancy, such as 
carcinoma of the breast and gallbladder, and ma- 
lignant melanoma, were given P®" without any 
effect. 

The Lancet, Vol. 252, p. 525. 


STREPTOMYCIN 

S TiiEPTOMYCiN has been generally available to 
the medical profession of this country for sev- 
eral months, and by now, most physicians have had 
the opportunity of observing the use of strepto- 


mycin in occasional patients of their own or of 
their colleagues. A considerable literature dealing 
with this antibiotic has also accumulated and many 
additional reports of its use will undoubtedly con- 
tinue to appear in the near future. A fairly thor- 
ough review of the available literature on this topic 
is presented in this issue and in the preceding issue 
of the Journal. 

Streptomycin, as pointed out in this review, has 
not lived up to all that was expected of it when it 
first made its appearance. It has, however, provided 
an effective cure for certain infections for which 
other available antibacterial agents have not proved 
successful and offers an alternative or additional 
agent in some infections that are only partially 
affected by sulfonamides, penicillin, or specific im- 
mune serums. It is the first agent to receive careful 
and extensive study in the treatment of tuberculo- 
sis, with some promise of at least limited success. 

The exact place that streptomycin will occupy 
in the treatment of infections, particularly tuber- 
culosis, cannot be predicted at this time. Its greatest 
disadvantage has proved to be the great ease with 
which resistant strains become established during 
the course of treatment. This alone may eventually 
limit, if not entirely vitiate, its usefulness in tuber- 
culosis and in other infections, particularly those 
whose courses tend to be subacute or chronic. Its 
toxicity, although not of a high order, is significant. 
This is particularly true of the otic complications, 
which seem to be caused by the antibiotic. itself and 
not by any impurity and which may leave serious 
and possibly permanent damage. Moreover, the 
treatment is expensive by any standard, and is like- 
ly to remain so. 

These facts justify a sustained and intensive ef- 
fort to discover new, more potent, and more widely 
effective chemotherapeutic and antibiotic agents. 
The discovery of the chemical structures of peni- 
cillin and streptomycin and the recent advances 
in the knowledge of bacterial metabolism in rela- 
tion to chemotherapy offer considerable hope for 
synthesis of such agents in the not too distant 
future. In the meantime, the best use should be 
made of the agents that are now available. 

The New England Journal of Medicine, Vol. 
2^6, p. j66, Robert N. Nye, M.D., Managing 
Editor. 


Recent Advances in the Control of 
Rheumatic Fever 


CHARLES S. HIGLEY* 

WESTERN RESERVE UNIVERSITY SCHOOL OF MEDICINE, CLEVELAND 


N either rheumatic fever nor rheumatic 
heart disease have been reportable dis- 
eases in civil life; hence their actual 
incidence can only be surmised. However, Swift 
estimates that tliere are probably between 
30,000 and 60,000 deaths from rheumatic heart 
disease in the United States a year and between 
200,000 and 260,000 new cases of rheumatic 
fever a year. In the military services acute rheu- 
matic fever presented one of the great prob- 
lems of nontraumatic military medicine. Its 
incidence in World War II markedly exceeded 
that observed in similar age groups in civil life, 
although the disease was of a milder nature. 
During the montlis of April and May 1944, 
which represented the period of highest inci- 
dence, an average of 100 new cases were re- 
ported weekly from Army Air Force military 
posts alone and about 8 per cent of these devel- 
oped evidence of cardiac dam.ige. 

In view of these circumstances the Army Air 
Forces established a rheumatic fever control 
program and much of the data presented here 
were gathered under its auspices. The program 
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allowed a concerted opportunity to study and 
treat diis disease on a large scale. 


ETIOLOGY 

A very high incidence of our cases of rheu- 
matic fever could be shown to have their attack 
preceded by Group A beta-liemolytic strepto- 
coccal infection of the upper respiratory tract. 
Although tills relationship has been recognized 
for a number of years, the war gave the oppor- 
tunity to prove it on a large scale. 

The present-day classification of streptococci 
dates back to Brown’s work in 1919 in which 
he defined three varieties from their character- 
istics on blood agar — alpha, beta, and gamma. 
Alpha is commonly called Streptococcus vin- 
dans and is most commonly known as tlie cause 
of subacute bacterial endocarditis. Gamma is 
probably not of pathogenic significance, but 
beta or hemolytic streptococci are common 
pathogens for man. Beta-hcmolytic streptococci 
may be further subdivided by precipitin tests 
into groups, of which Group A is the most 
common pathogen. The Group A streptococcus 
may be further subdivided into forty-seven 
types by a precipitation reaction. Identification 
of these types was first reported by Griffiths in 
England in 1926 and during die last few years 
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has been completed by Drs. Lancefield and 
Swift at the Rockefeller Institute. Epidemics 
of Group A bcta-bemolytic streptococci usually 
show a predominance of one type. Types 17 
and 19 were the commonest found in this coun- 
try during the war. 

The usual course of events in rheumatic fever 
is as follows; first, an upper respiratory Group 
A hemolytic streptococcal infection, designated 
by some as Phase I; second, a quiescent stage, 
designated as Phase II, which may be consid- 
ered as an incubation period and the stage of 
rheumatic activity; then Phase III, which takes 
numerous forms and varies in duration from 
a few weeks to several years. 

The original upper respiratory infection may 
be so mild as to escape detection unless careful 
cultures are made from both the tltroat and 
nasopharynx, or so severe that abscesses form 
in the peritonsillar tissues. The distinguishing 
characteristic of a respiratory infection, so far 
as inducing rheumatic fever is concerned, is 
that it is induced or accompanied by Group A 
hemolytic streptococci. Because such respira- 
tory infections as colds, influenza, catarrhal 
fever and comparable diseases are not precur- 
sors of rheumatic fever unless complicated by 
Group A hemolytic streptococcal infections, 
statistical studies of the relationship between 
^ respiratory infections in general and the onset 
of rheumatic fever in particular have little sig- 
nificance unless qualified by careful modern 
bacteriologic data. 

It is now fairly definitely established that in- 
fections of human beings with streptococci 
belonging to groups other than Group A do 
not set off attacks of rheumatic fever. It is true 
that a rise in streptococcal respiratory infections 
is usually accompanied by an increase in the 
incidence of colds, but tlie converse does not 
always hold. The autumnal epidemics of colds 
are usually devoid of streptococcal complica- 
tions, whereas such complications were found 
to be relatively much more common in late 
winter and early spring — the season of the 
highest incidence of rheumatic fever. We found 
that the clinical diseases that most commonly 
induce rheumatic fever are streptococcal na- 
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sopharyngitis, follicular tonsillitis, and scarlet 
fever. 


CONTROL MEASURES 

W ITH this background of knowledge, it is 
obvious that control of streptococcal dis- 
ease offers hope of being a major factor in the 
prevention of rheumatic fever. The use of 
sulfadiazine in large-scale prophylaxis was first 
used in 1943 as a means of control of menin- 
gococcus meningitis. The following year it was 
used at a number of installations showing high 
respiratory rates, with rather striking results. 
The experience of Warren at Truax Field is 
probably typical of the experience at other 
fields. He administered i gm. of sulfadiazine 
daily to a group of 6,000 men for twenty-one 
days. Ten days after the first group was started, 
a control group of 3,000 men was started on 
the same dose. All hospital and sick call admis- 
sions for acute infectious diseases in both 
groups were charted. 
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Result.s showed a marked reduction in na- 
sopharyngitis due to beta-hemolytic strep and 
in scarlet fever. As could be e.\pected, no effect 
was noted on primary atypical pneumonia, 
mumps, or measles. The rheumatic fever rate 
showed no change until about twenty days 
after therapy was started. This delayed effect 
fits in with our present conception of the 
etiology of rheumatic fever. The incidence of 
drug reaction among these 9,000 men was only 
.37 per cent. This agrees with the figures pub- 
lished by Holbrook on the experience of die 
A.A.F. on 40,000 troops given prophylaxis. He 
stated that .12 per cent had some type of reac- 
tion but that only .03 per cent had a reaction 
severe enough to lose time from duty. 

This mediod then has value in its place, 
when disease rates in groups such as schools or 
institutions reach epidemic levels and especially 
if the disease is streptococcal in nature. It is 
only of value in groups and should not be in- 
terpreted as applicable to individuals in private 
practice, for instance. Other means of control 
of airborne streptococci tried in the A.A.F. 
program were the laying of dust by oiling 
blankets and floors and air sterilization by 
means of vaporizing sodium hypochlorite or 
propylene glycol. None of these measures gave 
as encouraging results as was hoped for and 
their use was not continued on a large scale. 

DIAGNOSIS 

Although the diagnosis of acute rheumatic 
fever may be relatively simple, in many cases 
it is quite difficult. Tlic necessity of accurate 
diagnosis is obvious, for a false positive diag- 
nosis may unnecessarily subject a patient to 
prolonged hospitalization w'ith a possible de- 
velopment of a neurosis involving the heart or 
musculoskeletal system. On the other hand, to 
overlook a positive diagnosis of rheumatic fever 
may result in improper treatment arid the de- 
velopment of rheumatic heart disease. 

Dr. T. Duckett Jones has presented his cri- 
teria for diagnosis in a concise form which 
establishes the best standard for today. He pre- 
sents five, major manifestations for diagnosis: 


(1) carditis, (2) arthralgia, (3) chorea, (4) 
subcutaneous nodules, and (5) history of recur- 
rent attacks. Of these major manifestations at 
least one should be present. Minor, or less spe- 
cific, manifestations are fever, abdominal pain, 
precordial pain, rash, epistaxis, pulmonary 
changes, and laboratory findings including 
chiefly electrocardiographic changes and an ele- 
vated sedimentation rate. The latter is probably 
the most important. Jones believes that it is 
necessary to have, in addition to one major 
manifestation, at least two minor manifesta- 
tions to make the diagnosis certain. 

Two special laboratory tests are of value in 
determining whether a patient has recently 
sustained a Group A streptococcal infection. 
These may be of value in helping to establish 
a diagnosis of rheumatic fever in patients with 
only minimal clinical signs. The antifibrinoly- 
sin blood level determination is a relatively 
simple procedure and can be performed in 
the average hospital laboratory. It is reasonable 
to conclude that this test is positive in 85 per 
cent of Group A infections in five to seven 
days after onset. The antistreptolysin blood 
serum titer determination is a complex proce- 
dure requiring special apparatus and specially 
trained technicians. One hundred units or more 
is looked on as positive. In acute rheumatic 
fever this test is almost always positive. 

EXPERIENCE IN THE A.A.F. 

In analyzing cases diagnosed as having 
rheumatic fever in the AlA.F., Connors fol- 
lowed 1,072 cases of rheumatic fever in white 
enlisted men from all sections of this country. 
The following are a few highlights in his 
survey: (i) The familial incidence of rheu- 
matic fever and heart disease was not high. 

(2) In the personal history of the individuals 
60 per cent had their initial attack of rheumatic 
fever in the Army. Approximately one-half 
had had their tonsils removed prior to their at- 
tack in the Army. Almost 23 per cent had had 
scarlet fever in the past. (3) Cases occurred in 
individuals from every part of tliis country 
and the incidence was largely in accord with 
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State populations. (4) The average case began 
in March in a soldier nineteen years of age, in 
the service six to twelve months. He had been 
at a northern post one to three months before 
acquiring his inducing infection. Rheumatic 
fever began within twenty days of this infec- 
tion. (5) The vast majority had joint involve- 
ment in a lower extremity, with more than 
one joint involved. The next most common in- 
volvement, excluding the heart, was the skin, 
especially erythema marginatum. (6) There 
was transient evidence of cardiac involvement 
as indicated by the development of a murmur 
in about two-thirds of the . cases. Very few 
showed any change in cardiac rhythm. About 
one-half had transient EKG changes. (7) In a 
smaller group observed throughout a convales- 
cent period of six months cardiac abnormalities 
disappeared in all but 8 per cent, emphasizing 
that permanent cardiac sequelae are not com- 
mon. (8) Three cases died. Slightly more than 
16 per cent were given a medical discharge. 
Sixty per cent were returned to duty and tlie 
others were still convalescing in rheumatic 
fever convalescent centers. Thus it can be seen 
that we were dealing with a relatively mild 
form of rheumatic fever in the Army. 

TREATMENT OF ACUTE ATTACK 

B etween November 1942 and August 1945, 
my associates and I treated 186 well-authen- 
ticated cases of acute rheumatic fever at the 
A.A.F. Regional Hospital, Madison, Wisconsin, 
and this afforded the opportunity to use various 
forms of treatment and draw some conclusions 
as to their relative effectiveness. 

It is well to stress the difficulty of accurately 
evaluating therapeutic measures in this disease. 
The major value of any therapeutic measure 
in rheumatic fever is tlie prevention of cardiac 
damage. Because it may take several years for 
clinical evidence of damage to become evident, 
a close follow-up of cases should be conducted 
for several years to throw light on this question. 
This, of course, we were unable to accomplish. 
Furdiermore, the accuracy of a comparison of 
otlier features such as the effect on sedimenta- 


tion rates and duration of fever depends on 
the similarity of cases being observed. We know 
rheumatic fever cases vary greatly in their 
individual severity as well as in yearly and 
seasonal variations. Also, some cases run a 
monocyclic and some a polycyclic course. In 
spite of these difficulties, it is believed that we 
are in a position to make some generalizations, 
on the basis of our experience, owing to the 
large number of cases observed. 

general treatment 

Little need be said here about the well-estab- 
lished methods of general treatment, such as 
an adequate nutritious diet with ample vita- 
mins and protein, protection from exposure to 
streptococcus infections, and rest until clinical 
and laboratory evidence of rheumatic activity 
is gone. These measures are well proved and 
were utilized in our entire series. 

Sulfonamides have been ruled out as of value 
in the treatment of the acute attack by the 
work of Swift and Jones, who demonstrated 
that sulfonamides in the acute stage of the dis- 
ease have no beneficial effect and in fact may 
increase the severity of tlie disease. However, 
the prophylactic use of sulfonamides, during 
remissions to protect against streptococcal re- 
infections is tliought to be 'of value. Thomas 
has recommended die use of a half gram of 
sulfadiazine twice daily, year round for five 
years following die first attack. 

Penicillin was used in a cooperative study at 
Buckley Field, Kearns Army Air Base, and 
Truax Field Regional hospitals. Thirty-eight 
cases were treated in doses of 25,000 units at 
three-hour intervals for a total of 1,000,000 
units. No benefit could be demonstrated in any 
case, and definite aggravation of the course of 
the disease was evident in several cases. 

X-ray has been used therapeutically in the 
treatment of carditis by Levy and Golden, but 
no great endiusiasm has been shown by odiers 
who have used it. Streptococcus vaccines have 
been used by Swift who reported unsuccessful 
results. Antistreptococcus serum also has been 
tried and again the results were not beneficial. . 
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SALICYLATE THERAPY 

For more than half a century it has been 
recognized that salicylates are the most useful 
drugs in the treatment of rheumatic fever and 
their action seems to be specific in the allevia- 
tion of symptoms. In 1933 Findlay made the 
claim that salicylates also had a protective 
action against carditis in rheumatic fever. 
Coburn published an article in December 1943 
in which he also claimed a specific action by 
salicylates in the prevention of carditis and 
gave his hypothesis as to the nature of tliis 
action. In a series of 38 cases treated by doses 
of 10 to 20 gm. intravenously, he reported that 
no cases had developed heart disease in one 
year, whereas in 63 cases treated with smaller 
oral doses, 21 had developed evidence of heart 
disease in a year. 

He reported that patients with plasma 
salicylate levels of 35.9 to 40.0 rag. per cent 
showed a prompt and progressive subsidence 
of rheumatic inflammation, whereas cases with 
plasma levels below 25 mg. per cent continued 
to manifest an active inflammatory process. He 
stated that the intravenous administration of 
sodium salicylate is required to maintain a 
rapid rise in plasma concentration of 40 mg. 
per cent or higher. He then concluded that a 
plasma salicylate level of at least 35 mg. per 
cent may be required to suppress rheumatic 
aedvity and that plasma levels below 20 mg. per 
cent may relieve symptoms although masking 
a progressive inflammatory process. 

Methods — ^We have used salicylates in three 
different methods in an effort to compare the 
effectiveness of each method and in an attempt 
to repeat Coburn’s successful results. Minimal 
oral salicylate dosage was used in 88 cases. In 
this method 2 to 7 gm. of sodium salicylate 
with equal doses of sodium bicarbonate were 
given every day until symptoms were relieved 
and then a small maintenance dose was given. 
The total weekly dose remained under 60 gm. 

Maximal oral salicylate dosage was used in 
50 cases. Ten or more grams of sodium salicy- 
late were given every twenty-four hours until 
the sedimentation rate was normal for two 


weeks. Sodium bicarbonate in doses of 0.6 gm. 
was given with the salicylate doses. 

Intravenous salicylate dosage as specified by 
Coburn was used in 48 'cases. Ten to 14 gm. of 
sodium salicylate were given daily in i liter of 
normal saline for seven days and then the pa- 
tient was given the maximal oral treatment. 
The solution was prepared at the hospital by 
dissolving 10 gm. of chemically pure sodium 
salicylate in 20 cc. of distilled water, bottling 
in rubber-stopped vials, and autoclaving. This 
solution was then added to i liter of saline at 
time of use. Sodium bicarbonate was not given 
routinely with diis method. 

Salicylate levels — Plasma salicylate levels 
were determined at frequent intervals by the 
method of Coburn and his associates. It was 
found that with the minimal method, levels 
reached j6 to 30 mg. per cent. The maximal 
oral method gave levels of 20 to 60 mg. per cent 
and the intravenous method gave levels of 22 
to 60 mg. per cent. Levels of 30 mg. per cent 
or above were found usually in the second day 
of therapy by the maximal oral method, the 
third day by the intravenous method, and were 
seldom reached in the minimal oral method. 
High levels were more readily maintained by 
oral dosage than by intravenous in the usual 
case. 


I T HAS been shown by Smull and her associ- 
ates and by Ma^or P. K. Smith that with the 
simultaneous administration of equal amounts 
of sodium bicarbonate and oral salicylates the 
resulting level was lower than widiout bicarbo- 
nate. This has been true in our experience, and 
the mechanism is probably due to increased 
excretion of salicylate in the urine. Although 
sodium bicarbonate does aid in minimizing 
nausea with oral dosage, the disadvantage of 
lowering of salicylate levels makes it wise to 
give only minimal doses. 

Resalts — Although it is recognized that eval- 
uation of symptomatic relief afforded by a 
medication is difficult, we believe that we ob- 
served .some advantage in intravenous salicylate 
in tliis respect. In many cases relief for painful 
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State populations. (4) The average case began 
in March in a soldier nineteen years of age, in 
the service six to twelve months. He had been 
at a northern post one to three months before 
acquiring his inducing infection. Rheumatic 
fever began widiin twenty days of this infec- 
tion. (5) The vast majority had joint involve- 
ment in a lower extremity, with more dian 
one joint involved. The next most common in- 
volvement, excluding the heart, was the skin, 
especially erythema marginatum. (6) There 
was transient evidence of cardiac involvement 
as indicated by the development of a murmur 
in about two-thirds of the . cases. Very few 
showed any change in cardiac rhydim. About 
one-half had transient EKG changes. (7) In a 
smaller group observed throughout a convales- 
cent period of six months cardiac abnormalities 
disappeared in all but 8 per cent, emphasizing 
that permanent cardiac sequelae are not com- 
mon. (8) Three cases died. Slightly more than 
16 per cent were given a medical discharge. 
Sixty per cent were returned to duty and the 
others were still convalescing in rheumatic 
fever convalescent centers. Thus it can be seen 
that we were dealing with a relatively mild 
form of rheumatic fever in the Army. 

TREATMENT OF ACUTE ATTACK 

B etween November 1942 and August 1945, 
my associates and I treated 186 well-authen- 
ticated cases of acute rheumatic fever at the 
A.A.F. Regional Hospital, Madison, Wisconsin, 
and this afforded the opportunity to use various 
forms of treatment and draw some conclusions 
as to their relative effectiveness. 

It is well to stress the difficulty of accurately 
evaluating tlierapeutic measures in diis disease. 
The major value of any therapeutic measure 
in rheumatic fever is the prevention of cardiac 
damage. Because it may take several years for 
clinical evidence of damage to become evident, 
a close follow-up of cases should be conducted 
for several years to throw light on this question. 
This, of course, we were unable to accomplish. 
Furdiermore, die accuracy of a comparison of 
other features such as the effect on sedimenta- 


tion rates and duration of fever depends on 
the similarity of cases being observed. We know 
rheumatic fever cases vary greatly in their 
individual severity as well as in yearly and 
seasonal variations. Also, some cases run a 
monocyclic and some a polycyclic course. In 
spite of these difficulties, it is believed that we 
are in a position to make some generalizations, 
on the basis of our experience, owing to the 
large number of cases observed. 

GENERAL TREATMENT 

Little need be said here about the well-estab- 
lished methods of general treatment, such as 
an adequate nutritious diet with ample vita- 
mins and protein, protection from exposure to 
streptococcus infections, and rest until clinical 
and laboratory evidence of rheumatic activity 
is gone. These measures are well proved and 
were utilized in our entire series. 

Sulfonamides have been ruled out as of value 
in the treatment of the acute attack by the 
work of Swift and Jones, who demonstrated 
that sulfonamides in the acute stage of the dis- 
ease have no beneficial effect and in fact may 
increase the severity of the disease. However, 
the prophylactic use of sulfonamides, during 
remissions to protect against streptococcal re- 
infections is tliought to be ' of value. Thomas 
has recommended the use of a half gram of 
sulfadiazine twice daily, year round for five 
years following the first attack. 

Penicillin was used in a cooperative study at 
Buckley Field, Kearns Army Air Base, and 
Truax Field Regional hospitals. Thirty-eight 
cases were treated in doses of 25,000 units at 
three-hour intervals for a total of 1,000,000 
units. No benefit could be demonstrated in any 
case, and definite aggravation of the course of 
the disease was evident in several cases. 

X-ray has been used therapeutically in the 
treatment of carditis by Levy and Golden, but 
no great enthusiasm has been shown by others 
who have used it. Streptococcus vaccines have 
been used by Swift who reported unsuccessful 
results. Antistreptococcus serum also has been 
tried and again the results were not beneficial. 
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T he introduction of the forceps in obstet- 
ric practice by the Chamberlen family 
in the last part of the sixteenth century 
was truly a revolutionary event. Up to that 
time, there was no known instrumental meth- 
od for the delivery of a living child, although 
instruments of destruction and manual opera- 
tive methods, chiefly version and extraction, 
had been in use for centuries. 

As die use of the forceps became better un- 
derstood and the instrument was improved, it 
proved a veritable boon to obstetric practice. 
Especially did it largely abolish one of the most 
distressing complications of labor, namely, 
vesicovaginal fistula, the result of prolonged 
pressure of the fetal head against the bladder. 
Although such fistulas are still all too common, 
today they usually are the result of either 
gynecologic surgery or radium burns and rare- 
ly is one encountered as the result of birth 
trauma. As is the case with many other ad- 
vances in medical practice, the widespread use 
of the obstetric forceps has led to certain abuses 
that should not be ignored. 

In any discussion of the use of forceps one of 
the points diat should be stressed most is the 

*From tlie Department of ObMctrics and Gynecology, Uni- 
\crjity of Wisconsin and the Stale of Wisconsin General Hos- 
pital, Madison. 


need for a thorough understanding of the con- 
ditions that must be fulfilled before the opera- 
tion can be given serious consideration. First 
and foremost, the cervix must be fully dilated. 
The forceps was never intended to be used as a 
cervical dilator and when so used can only re- 
sult in disaster to both mother and child. Obvi- 
ously, the membranes must be ruptured. There 
must be no marked disproportion between the 
maternal pelvis and the fetal head. Again, the 
obstetric forceps was never intended as an in- 
•strument of compression, and, when it is so 
used, severe intracranial damage all too fre- 
quently results. 

With one e.xception, the child must present 
by the head and an accurate knowledge of the 
position of the head is vitally necessary. In gen- 
eral, the shape of the instrument is such that it 
can only be applied with safety to the sides of 
the head, regardless of its position in relation 
to the pelvis. 

One can certainly take no credit to himself 
when he delivers a baby widi forceps marks 
over tile frontal and occipital regions or even 
witli a black eye. Application of the forceps 
elsewhere than to the sides of the head all too 
often results in tentorial tears with accompany- 
ing intracranial hemorrhage, occasionally with 
compression fracture of the skull, and usiually 
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witli severe laceration of the maternal soft 
parts. The one exception to this last-named re- 
quirement is the application of forceps to tlie 
^ter-coming head in breech presentation. 
While tire majority of breech deliveries can be 
completed safely by tlie Mauriceau maneuver 
or one of its modifications, most authorities 
now agree that if any serious difficulty is en- 
countered in the delivery of the head, it is wise 
to assist tlie delivery by the application of 
forceps. 

The last requirement for the use of forceps 
is that the head must be well engaged in the 
pelvis. It is axiomatic that tlie higher die head 
IS arrested in the pelvis, the more difficult 
and dangerous die operation becomes. The rea- 
son for diis is two-fold; the higher the head, 
the more difficult it is to apply the forceps with 
accuracy: and, secondly, the greater the dis- 
tance diat die head must be delivered by trac- 
tion, the greater the likelihood of severe trauma 
to both fetus and mother. Formnately, die high 
forceps operation has been relegated to the ob- 
stetric ash-heap. As a rule, when the head be- 
comes arrested above die level of die ischial 
spines it means diat some complication, such 
as a contracted pelvis, a head that is too large 
to pass with safety through the pelvis, or mal- 
position of die head, has been overlooked and 
should have been corrected long before the sec- 
ond stage is reached. In diose rare obstetric ac- 
cidents such as prolapse of die cord with the 
head high, delivery can usually be terminated 
more safely by version and extraction than by 
forceps. 

It is the usual custom to list many of the in- 
dications for die use of forceps under two gen- 
eral headings, fetal and maternal. As a matter 
of fact, one category may suffice. To paraphrase 
De Lee, we do forceps operations because a 
normal birth cannot occur quickly enough to 
insure safety to either child or mother or both. 
Undoubtedly, if given sufficient time, the ma- 
jority of such babies would be born spontane- 
ously but with unwarranted hazards to one or 
both patients. 

The fetal indication of paramount impor- 
tance is so-called fetal asphyxia — in most in- 


stances more correctly termed fetal anoxia. 
This may be produced by prolonged pressure 
of the head on the pelvic floor, by interference 
with the circulation through die cord thereby 
preventing adequate oxygenation of the fetal 
blood in the placenta, and, most often, by the 
excessive use of analgesic and anesthetic drugs 
in labor. Recent work by Lund in our own de- 
partment has convinced us that the most reU- 
able criterion of fetal embarrassment in labor 
is the fetal heart. Lund showed that the so- 
called rapid fetal heart rate rarely occurs and, 
when it does, is of little significance. However, 
when die rate falls to one hundred or less be- 
tween contractions, it usually means diat the 
ferns is suffering from oxygen want. Harris 
and Waters showed that in such cases the ad- 
ministration of pure oxygen to the mother be- 
tween uterine contractions will restore the fetal 
heart to its normal rate unless compression of 
die cord is present. This procedure, which is 
quite simple and which can be carried out with 
a minimum of apparatus, in our hands has 
proven most valuable. It has permitted us to 
carry many patients to spontaneous completion 
of delivery — patients who, without this aid, 
would probably have needed forceps delivery. 

T he maternal indications for the use of for- 
ceps again may be included under die time 
factor; namely, that delivery cannot be com- 
pleted quickly enough to prevent unwarranted 
stress and strain to the mother. As will be dis- 
cussed later a strict interpretation of this state- 
ment can, without doubt, lead to serious abuse 
of the obstetric forceps. However, there are 
many instances such as prolonged arrest of die 
head in the second stage, when the mother as 
well as die child may be subjected to very real 
danger through permitting labor to continue. 
In addition, certain conditions are encountered 
such as myocardial damage, severe diabetes, a 
uterus w'eakened by a previous cesarean section 
scar, and the like, where it is often advisable to 
terminate labor by forceps as soon as the head 
reaches the pelvic floor. 

So-called maternal exhaustion as an indica- 
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tion for forceps has practically disappeared in 
modern obstetrics. A clear understanding of 
the necessity for adequate fluid and food intake 
and periods of rest in prolonged labor has made 
the parturient patient with clinical manifesta- 
tions of exhaustion a rarity. 

In any discussion of the use of forceps, con- 
siderable space is usually devoted to the presen- 
tation of the advantages of certain types of the 
instrument and the disadvantage of others. I 
am in complete accord with De Lee when he 
stated that it is the man behind the forceps 
rather than the instrument that counts. The 
number of different types available, each with 
its own advocates, is so great as to approach 
utter confusion. My own opinion is that one 
should learn the advantages and limitations of 
one or, at most, two types of forceps, instead 
of attempting to become proficient in the use 
of many. If one accepts diis view, then the in- 
strument must be one of the several varieties 
that either provides axis traction or else has 
shanks sufficiently long to permit of simulated 
axis traction manually. Widiin these limita- 
tions, the selection of the instrument can safely 
be left to the practitioner’s personal preference. 
A number of forceps have been devised for the 
special purpose of rotation of the posteriorly 
arrested occiput. Some of these possess real 
merit. However, it is well to remember that, 
when it becomes necessary to rotate occiput 
posteriors, the overwhelming majority of them 
can be rotated manually with much less trauma 
to both mother and child. 


A n adequate discussion of the abuses of the 
obstetric forceps would exceed the limita- 
tions of this presentation. Certainly two of the 
most disastrous sequelae of forceps delivery arc 
the ^ result of the application of the forceps 
through a partly dilated cervix and incorrect 
application in relation to the position of the 
fetal head. These have been discussed previ- 
ously and are repeated here for emphasis. One 
can be certain in stating that more actual dam- 
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age is done to both modier and child through 
these two errors than all odiers. 

Other abuses chiefly depend on one’s obstet- 
ric philosophy. Certain authorities have made 
the claim that delivery can be accomplished 
with less trauma to both modier and child by 
so-called “simple” outlet forceps than by spon- 
taneous termination of labor. Such autliorities 
preach and practice so-called prophylactic for- 
ceps. There are others of us who wholly agree 
with the statement made by one well-known 
obstetrician that prophylaxis means prevention ; 
die only thing prophylactic forceps ever pre- 
vented was loss of time on the part of the physi- 
cian and that is no justifiable indication for any 
operative procedure. So far as 1 am concerned, 
I have long since convinced myself that a well- 
conducted spontaneous delivery is the safest 
one and I truly believe prophylactic forceps 
like prophylactic version and extraction belongs 
in the class of operations best described as med- 
dlesome midwifery. 

Another indirect but, nevertheless, very real 
abuse, of the forceps has come about from the 
excessive and injudicious use of analgesic and 
anesthetic drugs in labor. In the attempt to 
make labor painless forceps delivery is often 
necessary solely because the patient has been 
drugged to such depths that contractility of 
the uterine and abdominal musculature is seri- 
ously interfered with and the cooperation of 
the patient is complcteh^ lost. There is no doubt 
but that modern methods of pain relief in labor 
have greatly increased the incidence of forceps 
deliveries and the wisdom of this eourse is open 
to serious question. 

It is difficult to justify the truly enormous 
increase in the number of forceps deliveries 
that has occurred especially in the last several 
years. When correctly used in cases where spe- 
cific indications are present, the instrument is 
a most valuable one, but failure to realize its 
limitations and especially its use on question- 
able indications undoubtedly adds unjustifiable 
hazards to childbirth; its use under such condi- 
tions may constitute a veritable menace to safe 
and sound obstetrics. 
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EcuNTLY there has bceri renewed interest 
on the part of the medical profession in 
problems of rest versus activity in the 
treatment of the sick. In the past certain great 
medical leaders have stressed, perhaps unduly, 
the importance of rest as a therapeutic measure. 
Three vigorous advocates of rest as a form of 
therapy stand out in the memory of present- 
day physicians. They are Weir Mitchell, Hugh 
Owen Thomas, and Allen K. Krause. 

MiichcH’s forceful espousal of the “rest cure” 
undoubtedly was the most influential factor in 
the ai)parcnt overemphasis on the importance 
of rest therapy in the minds of neuropsychia- 
trists and general practitioners of medicine. 
Mcnningcr has .said: “Mitchell’s prestige, in- 
fluence and persua.sivcnc.ss were such that his 
‘rest cure’ for the treatment of neuroses influ- 
enced American medicine for nearly fifty 
years.” 

Yet thoughtful consideration, in the light of 
pre.sent-day psychiatric knowledge, would tend 
to minimize the value of simple physical rest 
as a ihcrai)cutic measure in the management of 
the neuroses. Mitchell’s conception has contin- 
ued to influence the thinking of nonj)sycho- 
logically minded physicians who welcomed a 

•Section on I’ltysic.it Medicine, M;iyo Clinic. 


plausible ])hysiologic explanation of these baf- 
fling cases, made diagnoses of “nervous exhaus- 
tion, nervous fatigue, fatigue neuroses, nervous 
breakdown from overwork, nervous weakness, 
neurasthenia and so on,” and prescribed re.st 
curc.s, vacation treatment, and relaxation treat- 
ment. But Mcnningcr has pointed out that 
“Modern psychiatry regards this conccj)tion of 
ncuro.ses and these forms of treatment for neu- 
roses as entirely false in theory and unsound 
in practice.” 

Similarly^ Thomas has probably unduly in- 
fluenced orthopedists to overemphasize the 
therapeutic value of rest- because this great 
orthopedist believed that an overdose of rest 
was impossible and never tired of repeating: 
“Re.st must be enforced, uninterrupted and pro- 
longed.” Yet Ghormley has emphasized the 
fact that modern orthopedic surgeons “realiz- 
ing the detrimental effects of complete rest in 
bed” have succeeded in shortening the periods 
of such confinement with conseciuent improve- 
ment in the results achieved. 

Finally Krause, the gifted writer on the care 
of the tuberculoiEs, undoubtedly has influenced 
physicians to emphasize the rest treatment of 
tuberculosis with his oft-rcjieatcd admonition: 
“Rest must be first, and always first, in the 
treatment of the tuberculous.” Yet, again, rc- 
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cent studies suggest that carefully graded 
activity may sometimes be beneficial in the 
management of certain patients who suffer from 
tuberculosis. 

The doubts which are now being e.\prcssed 
concerning the wisdom of blind and often un- 
reasoning adoption of unlimited amounts of 
rest in therapy, simply because of the support 
given to rest therapy by great physicians of a 
less enlightened age, call for a careful review 
of modern knowledge concerning this subject. 

Blind following of the great physicians of 
the past has always been one of die weaknesses 
of the medical profession. Yet in guarding 
against this tendency we must not hurriedly 
cast aside proved and valuable methods of rest 
therapy. 

Pracdcally every patient presents problems 
of a physical and of a mental nature— problems 
of die soma and of the psyche. Rest or activity 
may be physical or mental and may produce 
favorable or unfavorable effects on the patient. 

For purposes of prescribing rest and activity, 
these six factors (physical and mental, rest and 
activity, and favorable and unfavorable effects) 
can be represented schematically as is shown in 
the table on page 86. 

Considering diis table we can conceive of 
certain formulas which will usually hold true. 
For example: P/R + or — = M/A— ; that is, 
rest whether producing a favorable or unfavor- 
able effect from a physical standpoint may pro- 
duce mental activity which has an unfavorable 
effect on the patient. 

Or we can conclude that in many instances 
P/A -}- =M/A-1-; that is, activity which has 
a favorable physical effect may produce mental 
activity which has a favorable effect. 

Often this formula will hold: P/R — = 
M/A — ; that is, physical rest which produces 
an unfavorable effect will produce mental ac- 
tivity of an unfavorable nature. 

Finally it may perhaps be concluded that 
this formula will usually apply: P/A-|- = 
M/R -f- or M/A -f- ; that is, favorable physi- 
cal activity will produce mental rest or mental 
activity of a favorable sort. 

It may also be concluded that this formula 
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will not usually apply; P/R — =M/A -for 
M/R -f ; that is it is not to be expected that 
rest which has an unfavorable physical effect 
will produce favorable mental activity or men- 
tal rest. 


O UR Army physicians have realized the im- 
portance of rapid restoration, both physical 
and mental, of sick and disabled soldiers. Their 
newly developed convalescent and recondition- 
ing programs bid fair to revolutionize the con- 
cepts of physical and mental rest and activity 
now extant in civilian hospitals. Not only do 
their programs of graded physical and mental 
activity keep the patients in a much more 
cheerful mental state than before but evidence 
is accumulating to indicate that such programs 
shorten the period of physical disability and 
lessen the tendency to recurrence of disease. 

For example. Rusk has reported the follow- 
ing evidence in conjunction with the convales- 
cent training in Air Forces hospitals: 
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Spot checks have shown hospital readmis- 
sions reduced as much as 25 per cent. The 
period of convalescence in certain acute infec- 
tious and contagious diseases has been reduced 
30 to 40 per cent. One hospital reported a re- 
duction from eighteen to eleven days’ hospi- 
talization for patients with measles and a drop 
from thirty-three to twenty-three days’ hospi- 
talization for convalescents with scarlet fever. 
A recent study of 645 cases of primary atypical 
pneumonia, running two parallel groups, re- 
vealed that the group convalescing in the for- 
mer routine manner averaged forty-five days’ 
hospitalization with a 30 per cent recurrence. 
The group that was integrated into the Conva- 
lescent Training Program and carefully super- 
vised averaged thirty-one days’ hospitalization 
with only a 3 per cent recurrence. 


SCHEMATIC REPRESENTATION OF EFFECT OF REST 
AND ACTIVITY ON THE PATIENT 


Physical ( P) 

Mental (M) 

Rest (R) -p or — 

Rest (R) -p or 

Activity (A) -j- or — 

Activity (A) -p or — 

Rest (R) 4- or 

Activity (A) -p or — 

Activity (A) -f- or — 

Rest (R) -p or — 

Usually true \ 

, Usually untrue 

P/R -P or - = M/A - 

P/R - = M/A -P or M/R -P 

P/A -p M/A -P 


P/R - = M/A - 


P/A -p = M/R -p or M/A -p 



-F = favorable eilect 
~ = unfavorable effect 


A recent symposium on tlie abuse of rest 
indicated tliat rest was often harmful and ac- 
tivity frequently beneficial in cardiovascular 
disease, obstetrics, general surgery, orthopedic 
surgery, and psychiatric disease. 

In discussing cardiovascular disease, Harri- 
son expressed the belief that “the tendency to 
regard prolonged rest in bed and complete 
abstinence from normal economic activity” as 
the most important phase of management of 
serious forms of heart disease “may be un- 
sound.’ He mentioned that John Hunter, after 
severe anginal attacks had developed, contin- 
ued to be quite active, and lived “possibly 
twenty years after the onset of symptoms indi- 


cating serious heart disease,” and tliat Sir James 
Mackenzie “led an active and useful life for 
seventeen years after myocardial infarction.” 

Relatively few patients die of uncomplicated 
cardiac failure. The three great causes of death 
among patients suffering from heart disease 
are infarction of the lungs, pneumonia, and 
uremia. These chief causes of death tend to de- 
velop under a state of complete rest and might 
be prevented to some extent by mild muscular 
activity. The incidence of postinfarctional neu- 
rosis is decidedly greater among persons who 
have been kept in bed for several months tlian 
among those who have been allowed supervised 
activity. 

When standardized myocardial injury was 
induced among rats under controlled experi- 
mental conditions “excessive restriction of mus- 
cular activity was harmful, while the return to 
normal activity within a few days seemed to 
exert no detectable injurious effects.” These ex- 
periments led Harrison to question seriously 
“the validity of current methods of handling 
patients witli the graver forms of heart dis- 
ease.” He concluded that “There is no proof 
that rest in bed carried out for many weeks 
after symptoms have disappeared is of value 
in the physical management of the patient with 
congestive failure, angina pectoris, or myocar- 
dial infarction.” 

With regard to the abuse of rest in obstetrics, 
Eastman concluded that “The employment of 
pregnant women in industrial plants was en- 
tirely feasible and safe, provided certain safe- 
guards could be thrown about tliem.” He also 
concluded that “Whatever advantage is gained 
by a rest period of several years between births 
seems to be offset and in some respects more 
than counterbalanced by the aging factor.” 

P OWERS, in discussing the abuse of rest as a 
therapeutic measure in cases in which opera- 
tion has been performed said that “Prolonged 
periods of recumbency in bed are anatomically, 
physiologically and psychologically unsound 
and unscientific.” He thought tliat “Early ris- 
ing from bed and walking preclude the pro- 
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tractcd period of inertia which traditionally 
follows in the wake of surgery.” 

Powers reported his observations on the post- 
operative convalescence of 100 consecutive pa- 
tients who were allowed to sit in a chair and 
to walk on the first day after major operations 
as compared with similar observations on an 
equal number of consecutive unselected patients 
who remained in bed for the traditional period 
of ten to fifteen days after operations of the 
same type and magnitude. 

“The ambulatory patients spent 10.3 days in 
the hospital while those who followed the tra- 
ditional convalescent program averaged i6.t 
days. This represents a saving of 580 hospital 
bed days. . . . The average period of convales- 
cence after early activity was 5.7 weeks; after 
traditional postoperative management it was 
10.3 weeks.” Thus the ambulatory patient “may 
return with comfort and safety to his usual 
occupation four and one-half weeks earlier than 
has been customary when traditional routine 
is followed.” 

The usual postoperative temperature and 
pulse curves were unaltered by early activity 
and Powers concluded: “tf die temperature 
and pulse rate are regarded as accurate indexes 
of convalescence, such early activity is in no 
way deleterious,” 

There were 46 postoperative complications in 
the control group and only 17 in the ambula- 
tory group of cases. Powers noted especially 
absence of postoperative dysfunction of the gas- 
trointestinal tract, absence of asthenia, and 
striking improvement in morale among the 
ambulatory group of patients. 


D ock, in discussing the evil sequelae of com- 
plete rest in bed, stated that in most c.ases 
they were “potentiated by anesthesia, narcotics, 
or other medication, or by the results of the 
original illness.” He commented that “Tlie ef- 
fects of bed rest on the psyche arc so obvious 
and have been so clearly described by such 
novelists as Tolstoi and Balzac that most lay- 
men are well .aware of this hazard of therapy.” 
Dock mentioned that “Bone atrophy, muscu- 


lar wasting and vasomotor instability are not 
infrequent sequelae of bed rest, while constipa- 
tion, cathartic habituation, backache, and many 
other chronic disabilities may appear during 
bed rest and persist for years or decades." He 
said that “Young men previously in excellent 
health may have pulmonary infarction within 
a week of an otherwise uncomplicated laparot- 
omy or herniorrhaphy if they have been kept 
'comfortable and quiet' by skilled nursing and 
constant medication.” Dock concluded that 
“The physician must always consider complete 
bed rest as a highly unphysiologic and definite- 
ly hazardous form of therapy to be ordered for 
specific indications and discontinued as early 
as possible.” 

Ghormley, in discussing the abuse of rest in 
bed in orthopedic surgery, mentioned that an 
important deleterious effect of rest, from the 
standpoint of die orthopedic surgeon, is 
atrophy. “Atrophy of muscles, articular struc- 
tures, bone, and skin results from prolonged 
rest and must be regarded as a pathologic con- 
dition.” He e.xpressed the opinion that “Much 
of this atrophy can be avoided by systematic 
massage and exercises in cases in which, for 
some reason or another, it is necessary to re- 
main in bed for a long time.” There is scarcely 
any form of disease or injury of the spinal col- 
umn, pelvis, hip, or femur “in which efforts 
to reduce the period of rest in bed have not 
produced good results.” Ghormley concluded 
that in modern orthopedic surgery “All realize 
the dangers of long periods of rest in bed and 
the effort of all forward-looking surgeons is to 
shorten this period.” 

Menninger, in discussing the abuse of rest in 
psychiatry, explained that “The neuroses and 
psychoses and other evidence of maladjustment 
on the part of the patient arc a result of mis- 
directed energy rather than the lack of suffi- 
cient energy.” Therefore the treatment in the 
case of a psychiatric illness “goes beyond 
merely arresting any attempt at adjustment by 
physical exertion. It aims at the redirection of 
the wasted energy, the removal of the inter- 
fering inhibitions and the setting up of requi- 
site inhibitions.” 
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Menninger concluded : “In the sense of phys- 
ical inactivity, rest has ceased to be of any im- 
portance in psychiatric phenomena. Indeed the 
tendency is in precisely the other direction; 
namely, to utilize ratlier than to blockade fur- 
ther the available energy of the neurotic or 
psychotic patient.” 

COMMENT 

O bviously it is time for us as physicians to 
review our conception of the therapeutic 
value of rest. 

No thinking person would deny the great 
therapeutic value of rest when it is employed 
with discrimination, but die almost universal 
practice among physicians of ordering pro- 
longed rest without discrimination is to be 
condemned. 

A friend of mine mentioned that recently he 
made rounds in die hospital and asked himself 
as he came to each bed, “Why am I keeping 
this padent in bed?” He was amazed to find 
that in most instances he could give no rational 
scientific reason for keeping the patient at ab- 
solute rest in bed. 

Is it not true that in many instances we keep 
our patients at rest in bed merely as a matter 
of convenience or custom? 

Is it not perhaps true diat we have clung too 
long to the habit of allowing our patients to 
remain completely inactive in bed, thus permit- 
ting them to become morbid and introspective 
and actually delaying their physical and men- 
tal recovery? 

Should we not give more attention to the ex- 
treme importance of providing early graded 
physical and mental activity for our patients? 
I believe that we should. 

If we civilian physicians do not do so volun- 
tarily, public opinion, stimulated by observ’^a- 
tion of Army reconditioning programs, may 
force us to provide such activities. 

Maj. Henry B. Gwynn, of the Recondition- 
ing Consultants Division in the Office of the 
Surgeon General, has mentioned that “Recon- 
ditioning, in the simplest terms, is the scientific 
organization of convalescence.” He pointed out 


that “A well rounded reconditioning program 
is a method of attaining, by means of a .scien- 
tifically planned schedule, a happy medium be- 
tween the extreme of rest of mind and body 
which leads to deterioration and the extreme 
of activity which also leads to physical and 
mental damage.” 

Gwynn recommended a program of graded 
physical and mental activity in the hospital 
which would “change the present morbid 
hushed atmosphere into one of cheerfulness 
and gayety” with a change in the emphasis in 
medical thinking from “pathology to therapy.” 
He concluded; “If such a program is adopted, 
it means some physical changes will have to 
be made in most hospitals. It entails the con- 
struction of a theatre or hall, areas for physical 
therapy and occupational tlierapy, installation 
of a public address system, provision of an 
area suitable for a library, and office space for 
administration. Some modern hospitals un- 
doubtedly will even have a swimming pool and 
a gymnasium.” 

We are now finding some champions of tlie 
value of therapeutic physical and mental ac- 
tivity to offset the old champions of the value 
of rest as a tlierapeutic measure. 

It is apparent that many physicians have 
abused rest as a therapeutic procedure. Let us 
not abuse activity as a therapeutic agent. There 
is a logical middle ground toward which we 
are now groping but we will not find it until 
we have shaken off the prejudices and misap- 
prehensions of the past. For the sake of our 
patients we must strive valiantly to achieve a 
correct balance between rest and activity in 
therapy. 

The great mistake made by physicians in tlie 
past has been that they have been prone to con- 
clude that when a patient has passed tlie stage 
of acute illness the physician’s responsibility 
ceases. The time is about gone when a surgeon 
can say to' his patient, “Your stitches are out' — 
you can go home now and when you feel strong 
enough, go back to work,” or when the intern- 
ist can say, “Your temperature is now normal, 
you can get out of bed and rest a while and 
tiien return to your occupation.” 
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Physicians and surgeons must give increased 
attention to the scientific management of con- 
valescence. They must remember that recon- 
ditioning of the sick or disabled person begins 
at the moment of disability and ends only when 
the patient is completely readjusted in a suit- 
able normal activity. The management of this 
period of transition from sickness to health is 
the physician’s responsibility. 

I believe diat each physician should make a 
practice of doing as my friend did and ask 
himself, “Why am I keeping this patient in 
bed?” If the answer is “I do not know,” then 
the physician should think. of the table which 
I have presented and consider the feasibility of 
providing graded physical and mental activity 
as compared with the advantages or disad- 


vantages of continued physical and mental rest. 

Keep in mind the psyche as well as the soma, 
and prescribe from day to day a scientific pro- 
gram which balances activity widi rest. Do not 
condemn the modern ideas concerning conva- 
lescent activity simply because they seem 
strange and unorthodox to you. 

Elbert Hubbard has said: “Man is generally 
down on that which he is not up on.” It be- 
hooves us as civilian physicians to get “up on” 
the amazing new concepts concerning conva- 
lescent activity now being demonstrated in our 
Army hospitals. Only in this Way can we escape 
the growing and apparently justifiable criti- 
cism that we are abusing rest as a therapeutic 
agent and that we are “down on” the more 
modern trends in medicine. 
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f — n — ^HE term “spoiled child” usually refers to 
I an aggressive, disobedient, disrespectful 
-t- youngster, whose behavior is disturbing 
to adults; the child obviously knows this to be 
true. The usual explanation is that the child 
has received too much attention and the com- 
monly prescribed treatment is corporal punish- 
ment, which as you know, does no good. It is 
important to understand, dierefore, the reasons 
for the misbehavior of these unhappy children 
and a brief analysis of a few cases will help. 

The first case is that of a p-year-old boy who 
was brought for examination as a behavior 
problem. He cried a great deal and threw 
temper tantrums. A few days before he was 
brought to tlie office, he threw himself on the 
sidewalk, kicking and crying, because his 
mother expressed die wish to sit in the front 
seat of the car on the way home from the 
movies, rather than in the rear seat with the 
patient as he wanted. The boy was doing poor- 
ly in school even though he was of high intelli- 
gence. He did not get along with other children 
because he would not play fairly in games. 

This boy was born seven years after the mar- 
riage of his parents and was wanted very much. 

Professor of Pediatrics, University of Illinois 
School of Medicine. 


His parents were very apprehensive lest some- 
thing should happen to him. Being die only 
child in the family, he received all the atten- 
tion of his parents, four grandparents, and 
four uncles and aunts. He was used as an 
emotional outlet by all of them, and thus re- 
ceived far more affection than he needed. He 
was not allowed to do things for himself, being 
fed, bathed, and entertained by all of them. 
John’s speech was infantile; he curved his 
tongue and lips in a sucking manner when he 
talked. He had nightmares in which he was 
being taken away (kidnapped). 

We have in the above case an overindulged 
and overprotected boy, who was not allowed 
to grow up and do the things appropriate to 
his age. He remained infantile in his speech 
and behavior. His parents lost all control over 
him. He was disliked outside his home; he was 
an insecure, confused, apprehensive, malad- 
justed, and unhappy boy. His emotional needs 
were not met because of the parents’ apprehen- 
sion, and he did not develop self-confidence 
because he was not allowed to do filings he 
was able to do. He. was a spoiled youngster. 

The second case is that of a 9-year-old boy 
M'ho could not be controlled. He fought his 
younger brother, broke file furniture, stole 
money, refused to obey, threw temper tan- 
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trums, made unreasonable demands, especially 
in the presence of guests, and fought with his 
associates. He was restless and disturbed his 
classmates in their studies. In spite of high in- 
telligence, his grades were poor. 

This boy was a restless, active baby, who was 
held to a strict food schedule. His mother began 
toilet training when he was six months of age, 
but he continued to soil himself irregularly 
until he was a year old and occasionally until 3 
years of age. He wet the bed until he was near- 
ly 4 years of age. He was a very active, curious 
youngster who would not obey when he began 
to walk and his parents felt that obedience was 
very important. “We have tried everything but 
it makes no impression on him,” stated his 
mother. 

At subsequent interviews, this boy's mother 
stated that she “never felt the same towards the 
patient as she did her odier boy, who was al- 
ways sweet and never caused her any trouble.” 
His fatlier related how he was forced to mind 
by a severe father and he himself did not be- 
lieve in spoiling kids. We have then a patient 
who was at least partly rejected by his mother, 
and whose parents did not recognize that he 
was a smart, curious, alert, and aggressive boy, 
unable to meet the standards of behavior which 
tliey set up for him. He rebelled against these 
standards and, believing he was no good and 
not wanted, he was compelled to do things for 
attention for which he was punished. 

The third case which I would like to sum- 
marize briefly is that of a little girl, 26 months 
old, who following a week in the hospital, de- 
veloped crying spells during the night and 
temper tantrums during the day, and refused 
to eat or to go to tlie toilet; punishment had 
been tried but it . did no good. Her mother 
stated tliat everyone felt the little girl had been 
spoiled by die nurses at the hospital. The child 
had eaten some capsules which were thought 
to contain a small amount of mercuric cyanide. 
Her mother became very ' frightened and 
rushed her to die hospital, where her stomach 
was washed. She was kept in the hospital for 
a week because of the danger of effects from 
the drug. During this time her mother saw her 
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but twice and the child cried a great deal dur- 
ing both visits. 

In this case the mother was instructed to give 
the little girl a great deal of affection, including 
rocking her for a couple of hours a day and 
especially before she put her to bed at night. 
The child improved within a few days and her 
behavior was normal within a couple of weeks. 
This patient, who might have been called 
spoiled or a tyrant, was cured of her misbe- 
h.avior by a method that most people would 
call spoiling her. 


T he reason for the behavior described in 
these 3 cases becomes obvious vihen we 
recognize the requirements for normal emo- 
tional growth. From birth babies require ade- 
quate food and adequate physical care in order 
to stimulate maximum physical growth. In an 
analogous manner, they have emotional needs 
which have to be met in order to promote nor- 
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mal emotional growtli; they must receive an 
adequate amount of affection from tlieir par- 
ents, who want them in the first place and who 
accept them as they are in the second place. In 
addition tliey must be allowed to grow up in 
terms of their own individual patterns. 

The food schedule, tlie amount of food, the 
amount of affection, and die activity of babies 
differ, since these factors depend on the innate 
patterns of rhythm of the individual baby. If 
a child’s emotional needs are not met or his 
individual innate patterns of growth are not 
recognized, he may respond by aggressive, un- 
reasonable demands and stubborn behavior 


diat we call spoiled; or if from birdi, the child 
is surrounded by apprehensive parents who use 
him as an emotional outlet (as in the first 
case), he does not grow up emotionally and be- 
comes an infantile, unhappy, confused, appre- 
hensive, demanding youngster whom we call 
spoiled, in both situations the child does not 
receive the security he requires and is not al- 
lowed to grow up according to his individual 
pattern of growth. 

We can close widi a point on which I am 
sure we all agree. An individual who receives 
what he needs in the world is never a tyrant. 
This applies to infants, children, and adults. 


: INFLUENZA VIRUS 

A t a recent meeting of the Philadelphia Section of the American Chemical Society, Dr. 

Wendell M. Stanley spoke on the composition of influenza virus. This virus is respon- 
sible for one of the three greatest pandemics within the knowledge of man, the influenza 
pandemic of 1918, in which 500,000,000 persons were stricken, and 15,000,000 died. But it 
won’t happen again, Stanley believes, because of the highly purified influenza vaccine that 
was developed during War II. 

The influenza virus has interesting characteristics. Unlike the tobacco mosaic virus, it 
cannot be obtained in crystalline form, nor does it have a constant chemical composition. 
Apparently, this virus has certain basic components, but its antigenic structure depends upon 
the host from which it is obtained. Two different strains of the virus may have no immu- 
nologic relationship, and may even contain significant differences in their amino acid con- 
tents. These differences undoubtedly have arisen through the process of genetic mutation, 
whereby not only is the morphology of the individual cell altered, but likewise its more 
intimate chemical composition. 

This view is of considerable academic and speculative interest, because the virus is re- 
garded as one of the “links” between living and non-living matter. There is still some dis- 
pute as to whether a purely crystalline substance, such as the tobacco mosaic virus, cari be 
considered “alive.” Stanley’s work, and others of its type, demonstrate the rriutual depend- 
ence that exists between biological activity and chemical structure. 
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B ronchiectasis, by definition, is a dilata- 
tion of the bronchial tubes. I am going 
to discuss only that type of bronchiectasis 
which has a childhood history, and not the sec- 
ondary type acquired in the adult secondary to 
inflammatory disease, either pleural or paren- 
chymatous, or secondary to tumors or other le- 
sions in the chest. 

The childhood type of bronchiectasis is of 
importance in many respects, first as to the 
onset, which is quite often shrouded in mys- 
tery. We are apt to see the child at the age of 
eight, ten, or twelve, with a history of a long- 
standing cough dating back to an indefinite 
time. By persistent probing of the parents we 
may get a history which shows that at the age 
of two, four, or six, or at some other early age, 
the child had a pneumonia (it may have been 
one accompanying acute exanthemata) and 
that since that time the child has coughed. 
Usually there have been no constitutional 
symptoms. Then at puberty, or just before, the 
child has a more severe attack of coughing 
and perhaps runs fever and has some constitu- 
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tional symptoms. It seems that “spitting” be- 
comes a stylish thing around puberty, and it 
is noticed that the child begins to expectorate 
large amounts of material. Previous to diat 
time the child may have had sputum but prob- 
ably swallowed it. 

Sometimes this sputum is foul smelling; 
other times it is not. Sometimes there is some 
hemoptysis; in other cases there is not. Some- 
times the child is a little under par, doesn’t 
eat well, is a little undernourished; sometimes 
there are no constitutional symptoms. 

The question that is posed for the dioracic 
surgeon or for the medical man, who has seen 
the child and has established the diagnosis of 
bronchiectasis, is: “What will we do about it?” 

The accompanying figures illustrate some of 
these points. 


TYPES OF BRONCHIECTASIS 

Figure i illustrates diagrammatically the vari- 
ous types of bronchiectasis as we see them. Our 
knowledge of broncliiectasis really starts from 
the use of bronchograms back in the early 
twenties. Previous to that time, the diagnosis 
could have been guessed at from die clinical 
symptoms, but the ordinary .x-ray rarely shows 
it definitely. It is only by filling the bronchial 
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tree with some radiopaque substance that the 
structural detail can be brought out. 

The structural type of bronchiectasis (Fig- 
ure 2) is of some importance. The saccular 
type is apt to be more serious than the cylin- 
drical type, altliough this is not entirely true. 
Clinically we can divide bronchiectasis into 
simple bronchiectasis in patients who have a 
moderate amount of mucoid expectoration 
witii no constitutional symptoms and with very 
fe.w progressive symptoms, and tire foul type, 
where the patient has a larger amount of ex- 
pectoration \vith odor to it. The latter type is 
particularly important during early youdr be- 
cause it makes these patients social outcasts: at 
school other children shun diem; they may be- 
come anti-social, and diese factors all may lead 
to certain psychological developments. 

Next we have the so-called dry type of bron- 
chiectasis in which the chief symptom is hem- 
orrhage. This may come on out of a clear sky. 
Hemorrhage may be associated with the other 
types, but it may be the only or the predomi- 


nating symptom. Hemoptysis often comes in 
episodes with no warning; there may be in- 
tervals of a year in between, and even after we 
remove the tissue we may have a very difficult 
time determining why the patient bled so 
copiously. 

Finally we have the sepdc type of bron- 
chiectasis in which there are the local symp- 
toms, such as expectoration and hemoptysis 
and, in addition, constitutional symptoms, 
fever, malaise, and loss of weight. 

While all those types are not absolutely dif- 
ferentiated, this type of classification in a gen- 
eral way divides the patients into the clinical 
types as we see them. 

CASE REPORTS 

Figure 3 is a picture of a boy, 17 years old, 
vyho at the age of seven had pneumonia. He 
had persistent cough productive of about a 
half cup of sputum daily, occasionally foul. 
He had slightly decreased exercise tolerance, 
but no other symptoms. 

On physical examination there were a few 
rales at tlie left base, and bronchograms showed 
involvement of the left lower lobe and the 
lingula of the left lower lobe. The involvement 
of the lingula is very important because in 
about 80 to 85 per cent of the cases tliat have 
bronchiectasis of the left lower lobe there will 
also be involvement of the lingula of the upper 
lobe. If this is not removed at the same time 
that the lower lobe is removed, the patient will 
have residual symptoms. 

This patient had a left lower lobectomy and 
lingulectomy. There is a cylindrical bronchiec- 
tasis of the left lower lobe, and lingula, and the 
patient has made a satisfactory recovery. This 
is a relatively uncomplicated type. 

One thing that we have noticed regarding 
childhood bronchiectasis is that it rarely 
spreads. The patient may have great variation 
in symptoms and may have great variation in 
the amount of sputum, but, when broncho- 
grams are done repeatedly over a long period 
of time, it is rarely found that the disease has 
spread to any other part of the lung than was 




observed in the beginning. If the disease starts 
in the left lower lobe it usually remains there 
and we rarely see a progress to the right lower 
lobe or tlie left upper lobe. The patient may 
have repeated attacks of pneumonia with pul- 
monary infiltration, which clears with some 
scarring, but the spread of the actual bron- 
chiectasis is rare in the childhood type. What 
is seen in the beginning remains so tliroughout 
the course of the disease, at least as long as it 
is under our observation. 

The case of a young girl, i8 years old, who 
had measles at the age of seven, followed by 
persistent cough and occasional pneumonia, is 
shown in Figure 4. She has had foul sputum, 
no hemoptysis, remains somewhat under- 
weight; she raised about a cupful of thick, 
greenish sputum daily; she had some clubbing 


of the fingers in addition to signs of moisture 
in the bases of both lungs. 

The bronchograms showed bronchiectasis of 
both lower lungs, the fusiform, saccular type 
of bronchiectasis. 

With multiple lesions and with multiple 
lobes involved, the question of treatment some- 
times is difficult. In this case it was decided to 
attack the patient’s right lower lohe and right 
middle lobe. It was found at that time that she 
had not only involvement of the right lower 
and middle lobes, but that part of tlie upper 
lobe was involved on tlie right side, so that it 
was necessary to remove the right lower, the 
right middle, and part of the right. upper lobes. 
She had a somewhat stormy cour.se and her 
future, of course, is in douht. Widi that much 
lung removed from the right side it will be 
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difficult to remove any lung from the left side. 

In some cases where there are two lobes or 
even tliree lobes involved, we can remove tliese 
lobes at separate stages, as children have a great 
respiratory reserve, and in addition, great power 
of compensation. 

A CASE of dry bronchiectasis with hemoptysis 
as the presenting symptom is shown in 
Figure 5. This patient at die time we saw him 
was 25 years old and had been admitted to 
the hospital five times widi severe hemoptysis. 
Between diese episodes of hemoptysis he felt 
well, diough he had a slight non-productive 
cough. He had all the usual procedures for 
diagnosis. Bronchoscopy after die hemoptysis 
was negative, and the bronchograms showed 
consolidation in the right middle lobe. Tests 
for tubercle bacilli were negative. 

The bronchogram of Figure 6 shows the 
right middle lobe atelectatic, but the broncho- 
grams of the rest of the lung were negative. 
We did not know the source of the bleeding. 
On the final admission he was bronchoscoped 
during the hemorrhage, and it was found that 
the blood was coming from die right middle 
lobe bronchus. A local bronchogram was made 
of diis bronchus, which showed very slight 
dilatation but it definitely was the source of 
the bleeding. The right middle lobe was re- 
moved and showed a minimal amount of bron- 
chiectasis. However, the patient has not bled 
since. That was eight years ago. The path- 
ologic examination showed a peripheral bron- 
chiectasis of the right middle lobe without any 
definite source for the bleeding. 

That has been die experience we have had 
again and again. A patient has repeated bouts 
of severe hemoptysis and by bronchograms we 
cannot determine the source of die bleeding. 
It is necessary in diose cases to bronchoscope 
the patient during die bleeding episode in 
order to determine die source. If this hemopty- 
sis is severe and repeated, it may be necessary 
to remove diat portion or lobe of the lung on 
the basis of the bronchoscopic finding. 

Upon examination of the pathologic speci- 


men, we are sometimes at a loss to explain the 
source of the bleeding. It is much like nose 
bleed where diere may be large dilated veins 
underneath the mucous membrane diat will not 
show on the pathologic specimen. • 

Figures 7 and 8 show the case of a boy, 13 
years old, who had pneumonia at the age of 
seven-and had anotiier bout of, pneumonia a 
few years after. Following this, he developed 
severe cough and expectoration, with occasional 
hemoptysis. The sputum was foul smelling at 
times. He was in the hospital for several weeks 
with another attack of pneumonia, and just 
before we saw him he had rather severe hemor- 
rhage. His exercise tolerance was definitely 
diminished. Sputum averaged about a cup a 
day. Again this is a history going back to 
childhood, widi so-called pneumonia and per- 
sistent cough with repeated exacerbations of 
infection. 

Bronchoscopy showed some dilatation of the 
right lower lobe bronchus and some purulent 
sputum coming from the right lower lobe. 
There was no evidence of foreign body at that 
time. Lipiodol showed a cylindrical saccular 
bronchiectasis of the right lower lobe. 

He had a right lower lobectomy. The speci- 
men .showed marked dilatation of the bronchi, 
but much to our surprise, in one of the distal 
bronchi there was a little piece of Christmas 
tree which this child at some time in the long 
history had aspirated. Whether this was the 
cause of the bronchiectasis, we do not know 
because there was no memory on the part of 
the child or the parents as to when this might 
have happened. 

We must always be on the lookout for for- 
eign bodies as the contributing factor or as the 
primary factor in bronchiectasis. 

PROGNOSIS 

Very rarely do we have a patient come into 
the chest clinic over the age of forty with a 
childhood history of bronchiectasis. 

Spontaneous cures of this disease, we feel 
from our observation, are rare, so either these 
patients have become so accustomed to the dis- 
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ease that they do not come to the clinic or tliey 
have died. If they have died, of what did tliey 
die.? We must assume that those wlio died 
probably were classified as pneumonia at the 
time of death. They had a severe pneumonia 
that did not respond to ordinary therapy, and 
were so classified. How frequently tliat hap- 
pens is hard to say, but it must be fairly com- 
mon. On the basis of our present knowledge 
we would have to give a very guarded prog- 
nosis, as to length of life, to any individual with 
:i childhood history of bronchiectasis. 

This is of importance in considering the treat- 
ment of these patients. We know that they can 


be symptomatically improved by postural 
drainage, by the temporary control of infection, 
the use of penicillin and streptomycin, the use 
of aerosol and various other forms of inhala- 
tion, and with these measures some of diem can 
be kept under control for a considerable period 
of time. These drugs are particularly important 
during acute episodes and periods of infection. 
You cannot, of course, cure bronchiectasis in 
this way, because it is a structural deformity at 
the dme we see it and we cannot bring the 
bronchi back to normal. 

The symptoms in bronchiectasis can change 
very quickly. There is no disease that I know 
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Oi where patients can be so well one day and so 
sick the next, due chiefly to retention of sputum 
or to hemorrhage. It is a very unpredictable 
disease. Seeing the patient at any one time, we 
are unable to predict what that patient’s con- 
dition will be a week hence. This makes it very 
difficult to advise parents regarding the treat- 
ment of the disease. We do know that lobec- 
tomy in cases that are limited to one or two 
lobes in children carries a very low mortality 
rate, and a very low morbidity rate in the child. 
The operation has practically no effect on 
the vital capacity or exercise tolerance. As the 
patients get older, the mortality risk increases, 
and the compensation is not so complete. 

The specimen of a little girl whom we ob- 
served over a long period of time is shown in 
Figure 9. The patient was 7 years old when she 
was first admitted in 1931. There was no pre- 
vious illness until four weeks before admission, 
when she began having fever, slight hemopty- 
sis, and cough. She was in the hospital for 285 
days. She came back with persistent low-grade 
fever and persistent cough. Bronchoscopy 
showed pus coming from the right main stem 
bronchus. X-ray showed diffuse cloudiness of 
the right lung, finally with some clearing at 
the base, and persistent atelectasis of the upper 
lobe on the right. Diagnosis at that time was 
lung abscess and bronchiectasis. Lipiodol fill- 
ings were not successful. 

She was readmitted six years later. Following 
her previous discharge, the patient had been 
well until two weeks before this admission, 
when she developed a chest cold and mild 
cough. At five o’clock of that day she had se- 
vere hemoptysis, the hemorrhage continuing in 
the hospital in spite of transfusion, and on the 
day following she had hemoptysis of one to two 
ounces and suddenly stopped breatliing. 

That child was observed, off and on, over a 
period of six years and died suddenly. It can be 
seen that the lung is practically destroyed. It 
consists of a spongy network of tissue filled 
with a blood clot. After her initial illness this 
child went on for some six years in moderately 
good healtli and then had this dramatic exodus 
with hemorrhage. 


PATHOGENESIS 

T he remaining illustrations show some as- 
pects of the pathogenesis of bronchiectasis. 
Figure 10 is of a girl, 12 years old, who was 
first seen in 1930 with cough and expectoration. 
She had had pneumonia four years previously. 
In 1930, the first films showed atelectasis of the 
left lower lobe. The film shows the triangular 
shadow, with clearing eight months later. In 
1931 she had the same phenomenon, with later 
clearing. 

The same phenomenon is seen in Figure ii 
— atelectasis, with clearing seven months later. 

In February, 1934, .the bronchograms were 
done (Figure 12) showing incomplete re- 
expansion of the left lower lobe, but no true 
bronchiectasis. The patient at present has no 
symptoms. We have here a patient who had 
episodes of atelectasis of the lower lobe with- 
out the development of true bronchiectasis. 
However, there is an incomplete re-expansion 
of the left lower lobe. This patient has not been 
x-rayed since 1934, but she has been seen in the 
clinic and has had no symptoms. 

Figure 13 is of a patient who was, 12 years 
old when first seen. She had cough, purulent 
expectoration, and bronchoscopic drainage. In 
1925, again atelectasis of the left lower lobe is 
shown, widi re-expansion soon afterward. The 
cough persisted during this time, and a film 
made in 1933 (Figure 14) shows marked bron- 
chiectasis of tlie left lower lobe. 

I believe this phenomenon of atelectasis and 
either expansion or lack of expansion may be 
a very important thing in the pathogenesis of 
bronchiectasis. I believe if children were x-rayed 
routinely after pneumonia and if, in all cases 
of atelectasis, a persistent effort were made by 
bronchoscopic drainage, postural drainage, and 
encouragement of cough to re-expand that lobe, 
in some cases development of bronchiectasis 
might be prevented. 

I can just say in closing that bronchiectasis 
in childhood is a serious disease that many 
times is not recognized, and the only definitive 
treatment we know now in selected cases is 
lobectomy. 
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D uring the past ten to fifteen years coro- 
nary artery disease has received much 
emphasis in medical literature. At the 
present time the average physician considers 
the possibility of coronary disease whenever he 
is confronted by a patient complaining of pain 
in the chest or by a patient in circulatory col- 
lapse. Even die patient, iii this enlightened day, 
is familiar with the prognostic implications of 
acute coronary occlusion. 

When a diagnosis of acute coronary occlu- 
sion is made, a period of four to six weeks of 
bed rest is usually required, with a total period 
of about three months before full activity is 
resumed. All of us know that cardiac neurosis 
frequently complicates acute coronary occlu- 
■sion; it is obvious that such a neurosis may 
complicate a mistaken diagnosis as well as an 
accurate one. It behooves us, therefore, not to 
make this diagnosis widiout reasonable proof 
that it is correct. 

Most physicians recognize acute coronary 
occlusion with crediuble accuracy. Today it is 
probably fairly uncommon for coronary occlu- 
sion to escape the attention of the doctor. We 
have reached die place, however, where the 
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diagnosis is made too frequently. Unfortunate- 
ly, die diagnosis of coronary occlusion often is 
made in patients with normal hearts. Often- 
times the diagnosis is made in people who iiave 
curable or unimportant diseases which are fol- 
lowed by no disability and require no bed rest. 
An incorrect diagnosis under such circum- 
stances may precipitate great anxiety and lead 
to much loss of time and income. 

All of us have heard a great deal about varia- 
tions in the typical histories presented by 
patients with angina pectoris or coronary oc- 
clusion. We have heard also of many variations 
in the usual electrocardiographic patterns, so 
much so that we are tempted to make the diag- 
nosis in a number of patients whose histories 
and electrocardiograms bear only a superficial 
resemblance to acute myocardial infarction. It 
is perfectly true that there is a wide variation 
in the histories obtained from such patients, but 
the doctor should consider other diagnostic 
possibilities whenever the history deviates from 
the typical one. It is particularly important to 
consider other possibilities when the electro- 
cardiogram fails to provide full proof that myo- 
cardial infarction has occurred. 

Let us review the typical histories given by 
patients who have angina pectoris or coronary 
artery occlusion. Most of you arc perfectly 
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familiar witli the things I am going to say 
about these two disorders. 

ANGINA PECTORIS 

Angina pectoris is ordinarily precipitated by 
physical effort or emotion. The pain is situated 
in the retrosternal area, behind the upper, 
middle, or lower portions of the sternum. The 
use of the term “precordial” in describing the 
location of tlie pain in angina pectoris is to be 
discouraged, as pain in the region of the apex 
of the heart usually has an origin other than 
in the coronary arteries. Radiation, when it 
takes place at all, is likely to be to one or botli 
sides of the neck as far as the angles of the jaw, 
to one or both shoulders, or to one or both 
arms. Radiation to the arms is likely to involve 
the ulnar aspect, sometimes traveling as far as 
the little fingers. Ordinarily the pain does not 
radiate to the back, aldiough there are a num- 
ber of exceptions to diis rule. The pain behind 
the sternum has a distinctive quality and is one 
of oppression, tightness, or fullness; it is some- 
times a crushing pain and sometimes a burning 
one. It is not a sticking or stabbing sensation. 

The pain is by no means necessarily severe. 
Most of us get the impression from textbooks 
that the pain is about as severe as the human 
being can bear. Many patients, when the doc- 
tor refers to their discomfort as pain, will cor- 
rect him and say, “Doctor, this not a pain at 
all; it is just a sensation of tightness in my 
chest.” 

Again from the textbooks one gets die im- 
pression that the pain of angina pectoris strikes 
with full intensity at die onset. This has been 
notably not the case among patients I have 
questioned in detail. Almost invariably the pain 
begins very gradually, increases gradually over 
a period of a few seconds or a minute or so, 
then reaches its maximum intensity and strikes 
a plateau on which it continues undl the pa- 
tient stops the effort which precipitated it. 
Subsidence, like the onset, is gradual. Ordi- 
narily pain lasts for a period of one to three 
minutes, sometimes as long as five. It is not a 
momentary pain; neither is it prolonged. It is 


important to remember, however, that a pa- 
tient suffering fairly severe pain may lose his 
appreciation of time so that he will occasionally 
describe a pain lasting one minute as having a 
duration of five or even ten minutes. 

Upon subsidence of the pain of angina pec- 
toris, the patient returns to his previous state 
of well-being and is none die worse for having 
experienced it. This is in sharp contrast to the 
patient who has .suffered closure of a coronary 
artery. 

The electrocardiogram is ordinarily normal 
in patients with angina pectoris who have not 
yet suffered from myocardial infarction. If an 
electrocardiogram is made during pain, how- 
ever, one frequently sees transitory depression 
of the RST segments with prompt return to 
normal as pain subsides. 

ACUTE CORONARY ARTERY OCCLUSION 

The pain in acute coronary occlusion is iden- 
tical in location, radiation, quality, dnset, and 
offset to the pain of angina pectoris. It is likely 
to be more severe, but again die sensation may 
be simply one of pressure in the chest. The 
pain is prolonged in contrast to angina pectoris, 
lasting twenty or thirty minutes, an hour, sev- 
eral hours, or even a full day. One can be 
reasonably certain that a patient with angina 
pectoris who develops an identical but pro- 
longed pain lasting one-half hour or more has 
suffered obstruction of a coronary artery. Phys- 
ical exertion is not an important factor in the 
precipitation of acute coronary artery closure. 
Whether the patients are awake and working, 
awake and resting, or asleep in bed has little 
bearing on the frequency widi which coronary 
occlusion begins. 

A FTER acute coronary occlusion the patient, 
in contrast to the patient widi angina pec- 
toris, does not ordinarily return to his previous 
state of well-being. If his attack is a severe one, 
he will develop weakness, sweat, and some- 
times nausea and vomiting. His blood pressure 
is likely to fall and he may go into .shock. His 
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heart rate is usually increased. He develops 
fever, leukocytosis, and acceleration of his sedi- 
mentation rate. He is practically certain to 
develop serial electrocardiographic changes 
which are diagnostic of acute myocardial in- 
farction. These changes are about as padiog- 
nomic of infarction of the heart as anything in 
medicine comes to being pathognomic, ft is 
most wise not to be tempted to read myocardial 
infarction into an electrocardiogram showing 
only minor variations from normal. 

There is an important exception to what we 
have said so far regarding the duration of pain 
in angina pectoris. During recent years we have 
become familiar with the fact that about half 
of the patients during the few days or weeks 
preceding acute coronary occlusion develope 
premonitory symptoms in tlie form of an in- 
crease in the frequency, severity, case of pre- 
cipitation, and duration of their anginal pain. 
Under such circumstances the pain may occur 
even at rest and may last for ten to twenty min- 
utes at a time. Studies during this period will 
fail to reveal proof of infarction of the heart 
until a major episode takes place. 

ACUTE PERICARDITIS 

In the past ten years we have learned much 
about the clinical and electrocardiographic 
characteristics of acute pericarditis. Much of 
this knowledge is due to Dr. Arlie R. Barnes 
of the Mayo Clinic. It is important to recognize 
this entity since much of the acute pericarditis 
we now see is of the so-called benign type com- 
plicating respiratory infections. This type of 
pericarditis ordinarily is fibrinous and not fol- 
lowed by pericardial effusion or pyopericardi- 
um. Recovery is complete and leaves no cardiac 
or other disability. It is most important not to 
make the diagnosis of coronary occlusion when 
this benign and self-limited disease exists. 

Fairly frequently patients with benign peri- 
carditis experience severe anterior chest pain 
beginning during or a few days after a respira- 
tory infection. The infection may be a mild one 
in the form of a simple sore tliroat or a cold. 
Pericarditis may, of course, complicate more 


serious respiratory infections such as pneu- 
monia. The pain is likely to be situated in the 
retrosternal area and may at times closely re- 
semble the pain of acute coronary occlusion. 
It may even radiate through the usual pathway. 
Usually a pericardial friction rub is heard, and 
this may be erroneously taken as confirmation 
of a diagnosis of acute coronary occlusion with 
anterior myocardial infarction. Usually fever, 
leukocytosis, acceleration of sedimentation 
rate, and serial electrocardiographic changes 
are present. 


W HEN pain is a part of the syndrome of 
acute benign pericarditis, it is likely to be 
the initial symptom of the complication and to 
attain its full intensity at the onset. Very fre- 
quently there is an inspiratory increase in pain, 
as in pleurisy, which is probably due to adja- 
cent pleuritis; this inspiratory increase in pain, 
as well as the sudden onset, may help in dif- 
ferentiating it from acute coronary closure. It 
is rather common for the pain of pericarditis to 
be radiated tlirough to the interscapular area; 
we have emphasized that this is usually not a 
feature of acute coronary occlusion. 

The pericardial friction rub deserves some 
mention. After anterior myocardial infarction 
the friction rub, if heard at all, is likely to be 
heard on the second, tliird, or fourth day fol- 
lowing coronary closure. In patients with acute 
pericarditis the friction rub is likely to be heard 
when the patient is first seen by the physician, 
even during the early hours of the pain; this 
is an important differential point. 

Although the electrocardiogram bears a 
superficial resemblance to that of acute myo- 
cardial infarction, there are many important 
differences. In the acute stage the RST seg- 
ments are likely to be elevated in all leads, 
rather than showing reciprocal elevation and 
depression in leads i and 3 as in the case of 
acute myocardial infarction. Later in the course 
of pericarditis, inversion of the T-waves in all 
leads is likely to occur. Ordinarily there is no 
alteration of the QRS complexes in acute peri- 
carditis except that there may be slight lower- 
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ing of voltage; characteristic Q-waves do not 
appear as in the case of myocardial infarction. 

PULMONARY EMBOLISM 

Pulmonary embolism is frequently diagnosed 
as acute coronary occlusion. Although the pre- 
dominant symptoms and signs of massive pul- 
monary embolism are dyspnea, cyanosis, and 
circulatory collapse, oppressive pain behind the 
sternum may be a feature in patients able to 
give a history. After a few days when pulmon- 
ary infarction has followed, the pain is likely 
to be on one side of the chest and to be in- 
spiratory in nature. 

In patients who have nonfatal pulmonary 
embolism, there is likely to be fever, leukocy- 
tosis, and acceleration of the sedimentation 
rate. The electrocardiogram frequently shows 
characteristic changes, which again superficial- 
ly resemble those of posterior myocardial in- 
farction. There are important differences, 
however, including a prominent S-wave in lead 
I and inversion of the T-wave in lead 4F. The 
large Q-wave and inverted T-wave in lead 3 is 
rather similar in both conditions, but the dif- 
ferences should make the diagnosis apparent. 

Of great importance in the recognition of 
pulmonary embolism is a history of preceding 
phlebitis, varicosities, a surgical operation, 
usually in the pelvis, trauma to the legs, and 
pregnancy. All of us know tliat an interval of 
nine or ten days is likely to elapse between 
pelvic surgery or delivery before pulmonary 
embolism occurs, yet too often this fundamen- 
tal fact is overlooked. 


PREMATURE BEATS AND PAROXYSMAL RAPID 
HEART ACTION 

Brief mention should be made of premature 
beats or extrasystoles as a cause of anterior chest 
pain. Especially in nervously sensitive people, 
premature beats may be associated with a 
momentary, sharp, sticking, or stabbing pain 
usually located near tlie apex of the heart. Oc- 
casionally radiation takes place to the left shoul- 
der and arm. An important point is that the 


pain is momentary and does not last the one to 
tliree minutes usual in angina pectoris. One 
may get a confusing history of die duration of 
pain, however, as the momentary stab is fre- 
quently followed by a variable period of pre- 
cordial aching, usually situated near the apex 
and lasting for a few minutes or even all day 
in an unusually sensitive person. 

Quite frequently patients with paroxysmal 
tachycardia, paroxysmal auricular flutter, or 
paroxysmal auricular fibrillation have discom- 
fort in the front of the chest. Usually the dis- 
comfort is not particularly painful; but it may 
be a sensation of oppression or fullness behind 
the sternum. If the rate is rapid and long sus- 
tained, the patient may go into circulatory col- 
lapse; he may become pulseless, may have no 
obtainable blood pressure, may develop a cold, 
clammy sweat, and may present a picture 
closely approximating that of acute coronary 
occlusion. 

Occasionally patients with paroxysmal rapid 
heart action are entirely unaware of die fact 
that the heart is beating rapidly. Such a patient, 
complaining of anterior chest oppression and 
presenting the picture of circulatory collapse, 
may easily be regarded as having acute coro- 
nary occlusion. 

It is most important to recognize paroxysmal 
tachycardia because of its frequent occurrence 
in hearts that are structurally normal. Appro- 
priate treatment may prevent subsequent 
paroxysms and permit the individual to lead a 
perfectly normal life. 

NEUROCIRCULATORY ASTHENIA AND 
CARDIAC NEUROSIS 

Patients with neurocirculatory asdienia or 
cardiac neurosis frequently describe anterior 
chest discomfort which may confuse die doc- 
tor. Ordinarily the pain is situated about the 
left breast near die apex of the heart and is 
not in die retrosternal area. The discomfort is 
usually prolonged, lasts for hours at a time, 
and is unaltered by physical exertion. Frequent- 
ly it is associated with precordial tenderness, a 
rare finding in the patient widi angina pec- 
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toris or coronary occlusion. Such patients usual- 
ly complain of excessive fatigue despite ade- 
quate rest, and may present symptoms and 
signs of vasomotor instability such as tachycar- 
dia, dizziness, faintnesS, and variations in blood 
pressure. 

HYPERVENTILATION SYNDROME 

Patients with the hyperventilation syndrome 
and normal hearts frequently are diagnosed 
incorrectly as having coronary occlusion. This 
syndrome is probably always a part of an 
anxiety neurosis. The predominant symptom is 
one of breathlessness v/hich occurs witliout any 
close relationship to physical exertion. Some- 
times the breathlessness is extreme and is de- 
scribed as suffocation, inability to draw the 
breath all the way down, or gasping. In occa- 
sional instances the degree of hyperventilation 
is so slight that the patient is not conscious of 
his overbreathing, or it may take the form of 
sighing respiration. 

Pain in the front of the chest may be a part 
of the symptomatology of such patients. Usual- 
ly the pain is situated about the left breast or 
in the left pectoral region and frequently takes 
place in the form of repeated spasms or grab- 
bing sensations. Occasionally the pain may so 
closely resemble that of acute coronary artery 
occlusion as to be indistinguishable. 

There are always other symptoms and signs 
of the hyperventilation syndrome when an ade- 
quate history is taken. Detailed questioning 
will reveal the presence of an anxiety neurosis. 
The breathlessness differs from diat of true 
cardiac dyspnea in that it is unrelated to effort 
and is almost never associated with wheezing 
or coughing. Other symptoms are lightheaded- 
ness, dizziness, faintness, fainting, spots before 
the eyes, numbness and tingling about the lips 
and in the fingers, tachycardia, heightened 
muscular irritability, hyperactive reflexes, tense- 
ness in muscles, tremulousness, and, when die 
symptoms are fully developed, carpopedal 
spasm with positive Chvostek and Trous.seau 
signs. 

Patients who hyperventilate frequently have 


marked electrocardiographic alterations in the 
form of lowered T-waves and sometimes there 
is complete inv'ersion involving all leads. The 
electrocardiogram returns to normal as the at- 
tack subsides, but the abnormalities may be 
reproduced later by directing die patient to 
hyperventilate. 

OTHER DISORDERS 

Patients with such disorders as cervical rib, 
scalenus anticus syndrome, and compression 
of sixth cervical intervertebral disc commonly 
describe pain on the lateral aspect of the neck, 
frequently spreading to the side of the head, 
the shoulder, and even down the arm. Some- 
times die pectoral region and scapular area are 
involved. Retrosternal pain is rare. A confus- 
ing history may be obtained from the patient 
who says that his pain is induced by such effort 
as walking. Close questioning will usually 
show that at such times the patient is carrying 
a weight in the hand on the affected side, thus 
increasing the tension on the brachial plexus 
and inducing pain. Digital pressure over die 
scalenus anticus muscle will ordinarily repro- 
duce the typical pain in a patient with diis 
syndrome. X-ray study should reveal the pres- 
ence of a cervical rib. Patients with compres- 
sion of the sixdi cervical disc frequently have 
radiation of pain to the thumb and index 
finger, radier than down the ulnar side of the 
arm as in the case of angina pectoris. The in- 
jection of lipiodol into the spinal canal may be 
necessary to make a diagnosis of compression 
of the disc. 


P ATIENTS with subdeltoid bursitis arc occa- 
sionally diagnosed as having coronary occlu- 
sion. Pain is usually most intense over the 
subdeltoid bursa but frequently spreads as far 
as die neck, scapular area, pectoral region, and 
down the arm. Usually there is tenderness over 
the subdeltoid bursa. The obvious limitation of 
motion of the shoulder should give a clue to 
diagnosis. 

Many of you have had spasm of the cardiac 



104 


POSTGRADUATE MEDICINE 


end of the stomach or lower portion of the 
esophagus when under great nervous strain. 
Often the discomfort follows die drinking of 
cold liquids. The discomfort is usually situated 
over the xiphoid process and lasts for fifteen to 
thirty minutes or more. It is not precipitated by 
effort and lasts longer than angina pectoris. 
Frequently there is a history of dysphagia at 
such times. 

Patients with herniation of the cardiac end 
of the stomach through the esophageal hiatus 
occasionally give a history resembling that of 
acute coronary occlusion. I once saw a doctor 
who had had severe pain over his xiphoid on 
several occasions; he described his condition 
in a way that made me believe he had suffered 
acute coronary occlusion despite the fact that 
serial electrocardiograms were normal. On one 
occasion I had the good fortune of seeing him 
during pain, at which time he had tympany 
where one would expect to find precordial 
dullness. This clue led. to gastrointestinal x-rays 
w'bich revealed a hiatus hernia with displace- 
ment of the heart. His rapidly developing car- 
diac neurosis was thus dispelled. 


CONCLUSION 

This discussion makes it apparent that there 
are many conditions capable of producing an- 


terior chest pain or circulatory collapse thereby 
suggesting die possibility of angina pectoris 
or acute coronary occlusion. Many of diem are 
relatively unimportant diseases, curable dis- 
eases, or diseases which should produce no dis- 
ability. This list is not a complete one. It is most 
important to observe that the differential diag- 
nosis may in almost every instance be made en- 
tirely on the basis of the history. 

In diese busy days there is a great tendency 
on the part of the doctor to take the chief com- 
plaint of his patient and then, without going 
into the history in detail, order such laboratory 
work as x-ray of die heart, electrocardiogram, 
blood count, and sedimentation rate. The elec- 
trocardiographic interpretation may be returned 
to the doctor with some such nondescript term 
as “myocardial damage.” The doctor then ac- 
cepts this as evidence of heart disease, institutes 
treatment, and never takes a full history. 

Let me emphasize the importance of a com- 
plete history before laboratory studies are made. 
Let me emphasize again die fact that, although 
there are variations in the typical histories pre- 
sented by patients with angina pectoris and 
coronary occlusion, the histories usually are 
reasonably typical. When the history varies 
from the expected one do not make a diagnosis 
of coronary disease without adequate proof. 
Remember that a cardiac neurosis may be as 
disabling as coronary occlusion itself. 
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THE ENDOCRINE MANAGEMENT OF CARCINOMA 
OF THE PROSTATE 

T his discussion of die endocrine manage- 
ment of carcinoma of die prostate is 
based upon observations of approximate- 
ly 50 padents who had satisfactory follow-up 
examinations. 

The oral administration of stilbestrol in gen- 
eral is quite satisfactory, but at the onset of 
treatment it may be advisable to administer 
the drug parenterally to assure a prompt re- 
sponse. This has some advantage through ob- 
taining a better cooperation of patients. Most 
male patients tolerate diis drug very well; in a 
few instances, however, there has been evidence 
of hypersensidvity to the drug, and here it was 
discontinued and orchiectomy performed. A 
few patients have had some gastrointestinal 
disturbance but usually not sufficient to require 
discontinuance of the drug, but merely reduc- 
tion in dosage. Occasionally patients com- 
plained of pains in the extremities resembling 
a mild peripheral neuritis. Thiamine chloride 
was administered for this condition. Patients 
should be cautioned not to take mineral oil or 
any other oil-base laxative since the drug is oil 
soluble, and consequently may not be absorbed 
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adequately. We feel that it is necessary that 
there be some degree of gynocoraastia as an as- 
surance that the endocrine effect is being ob- 
tained. Gynecomastia is not an indication for 
reduction of dosage unless extremely severe. 

The dosage of stilbestrol has been 3 mg. 
daily for a period of two to three montlis, given 
in divided doses (i mg. t.i.d.). The dosage is 
then reduced to 2 mg. daily for an indefinite 
period. However, in the presence of intolerance 
it may be reduced to i mg. daily temporarily. 
In general, should patients not be able to toler- 
ate 2 mg. daily for long periods, orchiectomy is 
indicated. 

The general results from stilbestrol admin- 
istration are as follows: 90 per cent, temporary 
improvement; 60 per cent, improvement sus- 
tained for six months to one year and then re- 
lapse; 20 per cent, improvement for twelve to 
twenty-four months and then relapse; 10 per 
cent, sustained improvement from twenty-four 
to diirty-six months. When orchiectomy was 
performed following a relapse after stilbestrol 
therapy, about 15 per cent showed slight im- 
provement, but usually for only a short period 
of time. 

Dr. Kiefer and 1 began the use of stilbestrol 
for carcinoma of the prostate in our clinic at the 
University of Illinois in 1940. 
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The relief of pain, gain in weight, and gen- 
eral improvement have been extremely satis- 
factory in many instances, and where such 
improvement has been sustained, the patients 
are working and otherwise leading a normal 
life as far as their general activity is concerned. 
Some degree of testicular atrophy can generally 
be noted and usually there is complete impo- 
tence. Favorable results are usually associated 
with stabilization or recession of tlie primary 
growth, even to the extent that the growth is 
sometimes no longer sufficiently indurated to 
appear typical of carcinoma of the prostate on 
rectal palpation. Those patients who had ob- 
structive symptoms with residual urine were 
submitted to transuredtral resection, the meth- 
od recommended by most urologists for carci- 
noma of the prostate. As obstructive symptoms 
recur, resections are repeated. 

Incidentally, at the onset of our investigation 
we tried stilbestrol for benign hyperplasia of 
the prostate without any clinical or cystoscopic 
evidence of improvement. 

Our conclusions concerning the present status 
of endocrine treatment are: 

1. Treatment is palliative rather than cura- 
tive. 

2. No previous therapy is as favorable as 
estrogen tlierapy or orchiectomy. 

3. The advantage of orchiectomy over 
stilbestrol is insignificant and, in general, stil- 
bestrol therapy is advisable after orchiectomy. 

4. Symptomatic relief of pain after either 
therapy for variable periods of time warrants 
such medication at present. 

5. Except for relief of pain, in our experi- 
ence, metastatic lesions have not been favorably 
influenced. 

DISTURBANCE OF URINATION IN WOMEN 

Dr. Earl Ewert and I became interested in 
disturbance of urination in women about eight- 
een years ago, and established a clinic at the 
College of Medicine, University of Illinois. 
Since that time there have been close to 1500 
new admissions to this clinic (1944). 

There should be a definite routine technic for 
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the examination of women with disturbance 
of urination. First, there should be external in- 
spection for the presence of caruncle, peri- 
urethral ducts, Skene’s glands, and the degree of 
urethrocele or cystocele if present. Since voided 
specimens are of very little value as a means of 
obtaining information for urologic evaluation, 
catlieterization should be done to obtain speci- 
mens for microscopic or cultural studies or 
both. The danger of infection through catlie- 
terization is insignificant; if patients give a his- 
tory of so-called instrumental fever, this can 
usually be avoided by the administration of 
sulfathiazole or sulfadiazine for twenty-four 
hours prior to catheterization. The normal 
caliber of the urethra in women is between 28 
to 30 F., so if at the time of catheterization the 
urine is found to be grossly clear, sounds may 
be passed to determine at what size there is 
firmness or gripping. It is preferable to use 
straight sounds in women, but if these are not 
available, then the ordinary Van Buren sounds 
used in men are quite satisfactory. 
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Cystoscopic examination should be done if 
indicated. As regards roentgen-ray studies, in- 
travenous pyelograms are preferable to flat 
plates. In addition to the information that may 
be obtained from a fiat plate, such pyelograms 
frequently give some indication of the relative 
function of each kidney as well as important 
leads for retrograde pyelography if diat should 
be found necessary at a subsequent date. 


T he triple syndrome of contracture of the 
urethra, urethritis, and trigonitis is exceed- 
ingly common. Gradual dilatation of the 
urethra should be done followed by the instilla- 
tion of silver nitrate in dilution of i:8oo to 
i:too. This .solution is retained for only a few 
seconds after which it is permitted to drain and 
the catheter is removed. In most instances this 
treatment gives relief, which is, however, not 
permanent but may vary from a few weeks to 
several months. The patients are instructed to 
return for treatment upon the appearance of 
the first symptoms of a recurrent irritability. 
The instillation of silver nitrate can best be de- 
scribed as an in-and-out method, since the 
catheter is left in place for a few seconds and 
after drainage some of the silver nitrate will 
medicate the urethra as the catheter is witli- 
drawn. Although it seems that trichomonad 
infestation of the urethra can produce some ir- 
ritability just as in vaginitis, they apparently 
are not pathogenic for the interior wall of the 
bladder. 

Cystocele or urethrocele of moderate degree 
may respond favorably to tlic above treatment, 
but such response is temporary in most cases 
and plastic repair is usually indicated except in 
very old patients or poor surgical risks. Other 
conditions quite commonly seen, such as poly- 
poid growths in the urethra or neck of the 
bladder, require fulguration through trans- 
urcthroscopic or transcystoscopic manipulation. 

The symptoms of interstitial cystitis (Hun- 
ncr’s ulcer) are almost constant enough to be 
diagnostic. The presence of a low bladder tol- 
erance, usually 4 to 6 ounces, together with a 
grossly clear urine is strongly suggestive of 
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this condition. Cultures of the urine are gen- 
erally sterile, and microscopic studies may show 
a few blood cells but otherwise are negative. 
When die capacity of the bladder has been 
reached there is extreme urgency of urination 
and pain if not immediately emptied. Aldiough 
the etiology of diis condition is not known, it 
is more commonly seen in women (.approxi- 
mately 90 per cent) and most often during or 
after the third decade in life. The common con- 
ditions from which it has to be differentiated 
are tuberculosis and early malignancy of the 
bladder. Of the many other names for this 
condition, one of the earlier ones, elusive ulcer, 
is significant because the condition is difficult 
to see cystoscopically. Another synonym, soli- 
tary ulcer, is misleading because it is more fre- 
quently multiple than single. 

The silver nitrate treatment appears most 
efficacious at present, but relief is temporary 
rather than permanent. While the pain and ir- 
ritability following silver nitrate treatment is 
quite severe for twenty-four to forty-eight 
hours, most patients will return for a like treat- 
ment because of the ultimate relief from dis- 
tress, even though temporary. 

Silver nitrate may be administered by one 
of two alternate methods: (i) by the instilla- 
tion of the stronger solution to i per cent) 
retained for five minutes, preceded by instilla- 
tion of a local anesthetic (nupercaine 1:250 is 
quite satisfactory) ; and (2) irrigation to ca- 
pacity with a more dilute solution of silver 
nitrate (1:1000 to 1:2000 in distilled water) also 
preceded by a local anesthetic. This method has 
added value because it distends the bladder and 
is also less discomforting for the following 
twenty-four to forty-eight hours. 

INFERTILITY IN THE MALE 

Infertility in the male is in a rather unsatis- 
factory status as regards any beneficial meas- 
ures, taut I thought a few points in es’aluating 
these conditions would be quite worth while. 
Every urologist has had a decided increase since 
Pearl Harbor in the number of patients request- 
ing examinations for sterility. It is generally 
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accepted diat the male is at fault in approxi- 
mately 50 per cent of sterile marriages. The 
semen may be deficient in various ways — com- 
monly, absence of spermatozoa, a low count, 
decreased period of viability, or a high per cent 
of abnormal forms. 

No spermatozoa in the semen may be due to 
bilateral • obstruction somewhere between the 
secreting ducts of tlie testes and the ejaculatory 
ducts in the posterior urethra. Spermatogenesis 
may be at fault, such as that following bilateral 
orchitis associated with mumps. Tliere are 
many odier causes of faulty spermatogenesis of 
unknown etiology. These cannot always be dif- 
ferentiated from those due to obstruction widi- 
out a biopsy of the testicular tissue. It is not at 
all unusual to see specimens which only have 
an occasional spermatozoa but sufficient to 
prove that at least one duct is patent. 

T here are certain factors in connection with 
the laboratory tests of seminal fluid which 
are worthy of emphasis. Specimens delivered 
to office or laboratory in condoms are not satis- 
factory except for spermatozoal count. The 
normal count is one hundred million or more 
per cubic centimeter. The normal period of 
viability is shortest at body temperature, longer 
at room temperature, and longest in the ice 
box. Specimens transmitted in cold weather 
should be warmed to room or body tempera- 
ture before examination. 

The chief practical point in these observations 
of seminal fluids is that specimens need not be 
kept warm after collection while being deliv- 
ered to the office or laboratory for examination. 
The important thing to remember is that these 
specimens, when delivered cold, should stand 
at room or body temperature for an hour or 
two before examination. 

Since no specific cause of infertility is known 
at present, there is no specific treatment. The 
various vitamins (E, C, B complex, and more 
recently D) that have been reported as impor- 
tant in increasing spermatogenesis have been 
tried singly and in combination without any 
satisfactory evidence that any one is consistent- 


ly helpful. However, I believe it is well, at the 
present time, to give these patients some reli- 
able, balanced vitamin and mineral combina- 
tion. As regards the endocrine therapy, I have 
seen fertility follow the administration of either 
gonadotropic hormones or pregnant mare’s 
serum, but not consistently, so that it is difficult 
to evaluate tliem. It has been reported that the 
male hormone, testosterone, may temporarily 
depress spermatogenesis. I think that thyroid 
extract is of value in over-weight patients, par- 
ticularly if they have a minus basal metabolism. 

office treatment of gonococcic infections 

WITH PENICILLIN 

The chemotherapeutic advances in the treat- 
ment of gonococcic infections since the intro- 
duction of sulfanilamide have necessitated 
frequent revision as more effective derivatives 
became available. 

Our series of penicillin treatment for gono- 
coccic infections is based upon only 40 patients, 
but intensive tests of cure have been made. A 
high cure-rate can be obtained through the ad- 
ministration of 100,000 Oxford units of penicil- 
lin given over a short period of time. I have fol- 
lowed the method first described by Dr. C. 
Philip Miller and his co-workers. As an exam- 
ple, 25,000 units were given intramuscularly at 
I P.M., followed by like dosage at 2 p.m., 4 
P.M., and 6 p.m. So far no failures have been 
seen following the above rnethod. However, 
patients who fail of cure on penicillin in the 
above dosage may require hospitalization for a 
sufficient period to enable successful adminis- 
tration of larger dosage over a longer period of 
time. A trial of the above schedule would 
seem to be the method of choice, reserving 
more intensive treatment for those not cured 
by a smaller amount. 

There have been no failures in a small se- 
ries of patients by the five-hour method of 
administration of penicillin. In all instances 
adequate courses of sulfathiazole or sulfadia- 
zine had proved ineffective prior to the use of 
penicillin. Reports in the literature have listed 
failures varying from i to 10 per cent in series 
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of 100 or more patients. Most of such failures 
have been reported as cured when a second 
course of penicillin was given, usually 200,000 
units, distributed over a longer period of time. 
It is likely that the latter total dosage might be 
distributed over an office day of eight or nine 
hours before resorting to hospitalization. This 
drug is excreted very rapidly so that twelve to 
fifteen hours after an injection of 25,000 units 
there is very little, if any, antibacterial substance 
in the urine. Therefore, after an overnight lapse 
of treatment, an injection die following morn- 
ing would be like starting a new course. 

Tests of cure in general practice are best made 
by sending the patient to a competent labora- 
tory rather than by attempting to collect and 
transmit specimens for culture. It is particularly 
desirable in women that cultures should be 
made since smears are not reliable. After peni- 
cillin therapy a few days should elapse before 
the first culture is taken. Two subsequent cul- 
tures should be taken, at least one following 
menstruation. 

Frequently the urethral discharge does not 
disappear immediately, but becomes more 
mucoid and scanty, day by day. If it persists for 
longer than one week, the prostate should be 
checked and if it is infected with other bac- 
teria, suitable treatment should be adminis- 
tered. Likewise, the urine may remain slightly 
hazy for a few days after gonococci have been 
eradicated. Occasionally, local treatment is ad- 
visable at this time. 


NONSPECIFIC INFECTIONS OF THE URINARY TRACT 

Our studies on nonspecific infections of tlie 
urinary tract cover many years of observing die 
use of all the sulfonamides and other prior 
antiseptics, and, more recently, penicillin. 

Typical of acute infections that respond to 
sulfonamide therapy are those due to one or the 
other of the various coliform bacteria and are 
more generally seen in women and female chil- 
dren. Dosage on the order of 4 gm. daily in 
adults should be administered for a period of 
five days, then reduced to 3 gm. daily for a 
total period of seven days in order to assure 


bactcriologic cure. Suitable tests, either by mi- 
croscopic or culture methods, should be made 
following a lapse of about one week after the 
discontinuance of sulfonamide tlierapy. 

The onset of these infections is frequently 
sudden with symptoms of frequency of urina- 
tion, dysuria, and hematuria, and with or with- 
out elevation of temperature. In general, the 
symptoms are not unlike those of acute gono- 
coccic infections in women, from which they 
must be differentiated. Usually they are not 
complicated by otlier diseases of the urinary 
tract, and if cure is prompt, cystoscopy or ex- 
amination of the upper urinary tract is not in- 
dicated. 

This type of acute infection with the coliform 
bacteria is unusual in tlie male. Here, more 
often, it is an acute manifestation of a chronic 
infection following instrumentation or it is as- 
sociated with various conditions producing 
residual urine and numerous other causes of 
chronicity, such as calculus disease, tumors, 
and abnormalities of the genitourinary tract. 

Patients with chronic infections or with acute 
e.xacerbations of such infections usually give 
a history of previous episodes and often reveal 
symptoms suggesting other associated patho- 
logic conditions of the urinary tract. Invariably, 
sulfonamide therapy gives only temporary re- 
lief of die clinical symptoms and some clearing 
of the urine. After the drug is discontinued, 
gross pyuria or bacteriuria returns with recur- 
rence of symptoms. However, these chronic in- 
fections may be more or less without symptoms 
for long periods of time. It is well to administer 
sulfathiazole or sulfadiazine in moderate dos- 
age for a period of twenty-four hours before 
and after instrumentation to avoid unnecessary 
reactions. 


I T IS well known that a high per cent of cures 
can be obtained in the lincomplicatcd coli- 
form infections through an adequate intake of 
either sulfathiazole or sulfadiazine. However, 
it has been established that this group of bac- 
teria is resistant to penicillin. Staphylococcus 
aureus responded quite satisfactorily to sulfona- 



no 


POSTGRADUATE MEDICINE 


mide therapy, but staphylococcus albus and 
many forms of streptococci, notably streptococ- 
cus fecalis, are not so sensitive to the various 
sulfonamides. 

As regards the bacteria of the gram-positive 
group commonly seen in the urinary tract, 
staphylococcus aureus is, next to the gonococ- 
cus, most consistently sensitive to penicillin, 
as demonstrated both in the test tube and in the 
body. A severe and chronic infection of the 
bladder and stump of the ureter caused by 
staphylococcus aureus "was cured wdth 100,000 
units of penicilUn administered in a dosage of 
25,000 units at three-hour intervals. This cystitis 
had failed to respond to intermittent courses of 
the various sulfonamides and other urinary an- 
tiseptics administered during the previous 
eighteen months. 

Various strains of staphylococci and other 
common gram-positive bacteria of the urinary 
tract appear to vary considerably in their sen- 
sitivity to penicillin. A simple method of test- 
ing these bacteria against penicillin in the test 
tube may prove of great value in predicting 
■whether or not infections are likely to be cured 
by this drug. These tests are made by adding 
various concentrations of penicillin to a suitable 
agar medium and inoculating these mediums 
with pure strains of the various bacteria. An- 
odier mediod more comparable to that met by 
penicillin action as it penetrates these various 
infected areas in the body is to inoculate me- 
diums containing penicillin with the infected 
exudates. 

There is tire same danger with the use of 
penicillin in chronic infections as was demon- 
strated with the sulfonamides, in that it may 
mask the signs and symptoms indicative of the 
need of surgical correction for many of the pos- 
sible associated pathologic conditions of the uri- 
nary tract. The value of penicillin for one of 
the most chronic infections in the male, namely 
prostatitis, has not as yet been determined. As- 
suming a maximum office day of nine hours, 
it has been our experience that any mediod of 


administration of a total dosage of 100,000 units 
will fail in most instances. The preliminary 
results, however, indicate that the administra- 
tion of 300,000 to 400,000 units of penicillin* 
administered during a nine-hour period will 
cure more of these infections than a five-to- 
seven-day course of sulfathiazole or sulfadia- 
zine. 


A MORE promising future method, however, 
is prolonging the action of penicillin by 
either one of two possible methods along die 
lines of which some investigative work has al- 
ready been done. One method (Romansky and 
Rittman) prolongs the action through slower 
absorption of the drug as administered in a 
penicillin - beeswax - peanut oil mixture. The 
other mediod is that of an excretory blockade 
set up by the coincidental administration of 
other substances excreted mainly by the renal 
tubules, thus blocking and consequently pro- 
longing the excretion period of the penicillin. 

One group of investigators (Rammelkamp 
and Bradley) tested the effects of the simul- 
taneous injection of penicillin and diodrast on 
clinical patients. In the control group there 
was 60 per cent excretion of penicillin by the 
end of one hour, which was reduced to 20 per 
cent as the result of the simultaneous injection 
of diodrast. Another group of investigators 
(Beyer and his associates) made use of para- 
amino-hippuric acid as the blocking agent, 
giving it simultaneously with die penicillin. 
With 78 per cent recovery of the injected peni- 
cillin in a given time in the controls, there was 
but 33 per cent recovery as a result of the para- 
amino-hippuric acid blockade. Obviously, this 
or some other nontoxic drug offers possibilities 
for practical application within the near fumre. 

*It now appears that oral penicillin will have to be adminis- 
tered in a dosage as high as 300,000 units every three hours 
for a period of two weeks or longer to assure a fair rate of 
cure in nonspecific prostatitis. (Herrold, Russell D.: Treatment 
of Chronic Nonspecific Prostatitis with Oral Penicillin. J. Urol. 
57:897, May 1947.) 
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WANT to show a typical case first and then 
discuss the subject in general. 

This man is 54 years old. How long ago 
did you begin to have trouble ? 
patient: About ten years ago. 

DR. OLDBERG : Where was it when it began, in 
what part of the face? 
patient: In the lower jaw. 

DR. OLDBERG: When it was in the lower jaw, 
what kind of pain was it? Was it a slow pain? 
patient: It was above the tooth. 

DR. OLDBERG: About that time did it develop 
into shooting pains, jolting pains? 

patient: About a year later it began really 
to jolt. 

DR. OLDBERc: And then as the years went by, 
what about its spread to other areas? 

patient: Well, after several years it began to 
shoot up into the eye and that was tlie most 
prominent of all, when it got to the eye. 

DR. oldberg: How about into the tongue? 
patient: One night into the tongue, and 
that was bad, too. 

DR. oldberg: The one feature that 1 am inter- 
ested in hearing you talk about is whether this 
was a continuous pain that was there all the 
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time or whether it was a pain tliat just shot in 
there and jolted. 

patient: There were times when the pain 
was continuous and other times when it would 
flash like that— no warning at all. 

DR. oldberg: What would bring it on, do you 
know? 

patient: Sometimes stepping out into die 
breeze or starting to talk in the morning, 
drinking water, or shaving, or any movement 
of the face; any little thing would bring it on. 

DR. oldberg: What did you do about it all 
these years? You waited twelve years before 
you were operated on. 
patient: Just grin and bear in 
DR. oldberg: Did you have any teeth pulled 
or sinuses worked widi or anything like that? 

patient: I had teeth pulled soon after the 
thing started. 

DR. oldberg: Why? Because that might be it? 
patient: I thought it might be. 
dr. oldberg: And so did the dentist? 
patient: Yes. 

DR. oldberg: But it didn’t help? 
patient: It didn’t help at all. 

DR. oldberg: Did you have anything else 
done ? 

patient: No. 

DR. oldberg: I think that is about all we want 
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to ask you. You were operated upon sixteen 
days ago? 

patient: That is right. 

DR. oldberg: And you went back to work? 
patient: Last Friday. 

DR. oldberg; Inside and outside, on a survey- 
or’s chain and working on books Friday. That 
is ten days after the operation. 
patient: That is right. 

This man, of course, suffers from trigeminal 
neuralgia. This symptom-complex is one of the 
most characteristic, and therefore usually one 
of the most easily diagnosed, of all disease 
syndromes. Because of its not infrequent con- 
fusion with other quasi-similar conditions, and 
because of the utter inadequacy and downright 
incorrectness of treatment tliat may be engen- 
dered by a mistaken diagnosis, an occasional 
clinic on the subject for die general profession, 
is in order. 

The first writings on this subject were diose 
of Fothergill, in England in 1773, whose de- 
scription was so graphic that for many years the 
condition was called Fothergill’s disease. When 
later anatomic knowledge fixed the responsi- 
bility on the fifth cranial nerve, it came to be 
called trigeminal neuralgia. Other synonyms 
are “trifacial neuralgia” and “tic douloureux.” 

The etiology and pathology of trigeminal 
neuralgia are not definitely known, but since it 
is a disease of middle and latter life, and since 
a fair proportion of patients seen with it are 
hypertensive, the condition of the vascular tree 
may have some influence. Some observers have 
declared diat in a large proportion of cases the 
etiology is due to tumors or to impingement of 
a pulsating sclerotic vessel against the sensory 
root of die nerve, but upon this matter there 
is no general agreement. It is certain tiiat serial 
sections of die gasserian ganglion and its rami- 
fications show no variation between the normal 
and the “tic” sufferer. And the latter is as like- 
ly to live to a ripe old age as any other man. 

T> efore considering die disease and its symp- 
toms and cure, a knowledge of the funda- 
mental anatomy of the nerve is essential. Al- 
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though it is large and has many branches, the 
trigeminal nerve is actually the simplest of the 
twelve cranial nerves. The others are all spe- 
cialized, and may be purely motor or sensory, 
or may be designed to receive special stimuli 
like light or sound-, or taste, or may carry para- 
sympathetic fibers, etc. The fifth nerve, how- 
ever, is the simple cranial counterpart of an 
ordinary spinal nerve. 

The spinal nerves make up die innervation 
to die trunk and extremities, and combinations 
of them are the components of all peripheral 
nerves, such as the radial, median, ulnar, sci- 
atic, intercostals, and so on. These nerves are 
mixed, and are made up of motor and sensory 
fibers. The motor fibers take origin in the 
anterior horn cells of the gray matter of the 
spinal cord, whose axons leave each segment 
of die cord in a bundle, called the motor or 
anterior root. The sensory fibers take origin 
outside the central nervous system — but are 
contiguous to it — ^in die posterior root ganglion 



TRIGEMINAL NEURALGIA! OLDBERG 


for each segment. The cells in the ganglion 
have single processes which split like a T, one 
branch of which joins the ganglion to the pos- 
terior portion of die spinal cord, while die 
odier branch runs peripherally, to join the an- 
terior or motor root axons, thereby forming an 
ordinary mixed, or sensorimotor nerve. 

In just this same way, the trigeminal nerve 
is the ordinary mixed nerve to the head and 
face. The motor portion, or root, takes origin 
in the gray matter of the pons in cells similar 
to diose in the cord, and runs peripherally to 
innervate the muscles of mastication — the 
masseter, the temporal, and the pterygoids. The 
sensory portion arises on the floor of the cranial 
cavity in the middle fossa at the base of the 
brain, in the gasserian ganglion, sometimes 
called semilunar or trifacial or trigeminal 
ganglion. The gasserian ganglion cells arc ex- 
actly like those of the spinal root ganglions, in 
that they have T-shaped processes which divide, 
one branch going peripherally, and the odier 
joining the ganglion to the pons. 

It is only here that a little anatomic elabo- 
ration is necessary. The sensory portion of the 
fifdi nerve has a tremendous territory to 
serve; this accounts for its large size. Being the 
only cranial nerve in common service, it must 
cover the entire area from the vertex of die 
scalp to the under surface of the chin. Even 
die dural vessels arc innervated by this nerve, 
as well as the sinuses, the conjunctiva, the 
mucous membrane of the nose and mouth, the 
teedi and gums of both jaws, and the anterior 
two-thirds of the tongue. Tlierefore, to econo- 
mize in size, the peripheral sensory branch, 
coming from die ganglion, leaves the skull in 
three bundles rather than one, to reach the soft 
tissues in which its terminations lie. 

These three bundles, or divisions, roughly 
divide the head and face into three parts. The 
first, or ophthalmic division, leaves the skull 
through the superior orbital fissure, together 
with the third, fourth, and sixth nerves, to sup- 
ply sensation to die scalp, forehead, and eye. A 
familiar branch of this division is the supra- 
orbital nerve. The second, or maxillary, division 
makes its e.xit through the foramen rotundum 
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and supplies the maxillary portion of the face, 
including the nose, inside and out, upper jaw, 
and roof of the mouth. A familiar branch of 
this is the infra-orbital nerve. The third, or 
mandibular division, leaves the cranial cavity 
by way of the foramen ovale, en route to the 
chin, lower' jaw, floor of the mouth, and ante- 
rior two-thirds of the tongue. A familiar branch 
of it is the mental nerve. Since the third divi- 
sion innervates the lower, or movable and 
chewing jaw, it is natural that it should be the 
division joined by the motor root previously 
mentioned, which innervates the muscles 
which move this jaw. Therefore, the ophthal- 
mic and maxillary divisions are purely sensory, 
whereas the mandibular division is mixed, be- 
ing both motor and sensory. 


T his anatomic preamble was necessary be- 
cause a knowledge of it is essential to a 
proper conception of die disease and its treat- 
ment. A consideration of the symptoms is next 
in order, preceded by a few details. Trigeminal 
neuralgia, as previously stated, is a disease of 
latter life. It is almost unheard of before twen- 
ty, very rare before thirty, uncommon before 
forty, fairly common before fifty, and it reaches 
the peak of incidence in die ensuing decade. 
Every neurologic surgeon of experience has 
seen and has probably operated upon patients 
in the eighties and even over ninety. It is one 
and a half dmes as prevalent in women as in 
men and occurs on the right side of die face 
In the same ratio. It may be bilateral on rather 
rare occasions — although Harris in England 
reported as high as 4 per cent — but the involve- 
ment of the second side usually succeeds die 
original affliction after an interval of years. The 
most frequent site of origin, in my e.xperience, 
is about evenly divided between the distribu- 
tion of the third division and the infra-orbital 
branch of the second. The rarest site of origin 
is die distribution of the first division and its 
supra-orbital branch (less dian 5 per cent). 
As die disease progresses and the years go by, 
the area involved may spread to contiguous 
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divisions. The pain does not extend across the 
midline of the face. 

To make a diagnosis of this condition, the 
presence of one feature is imperative and abso- 
lutely essential. That is the paroxysmal nature 
of the attacks. Without it, one cannot make a 
diagnosis, and with it, the symptom proves vir- 
tually pathognomonic. Attacks of trigeminal 
neuralgia strike just like lightning. At times 
they may occur spontaneously, and at other 
times patients may observe that they are 
brought on by touching certain areas (trigger 
zones), by chewing, talking, drinking cold 
water, being exposed to cold drafts, etc. 

The characteristic patient enters the office 
slowly and with caution, holds his face immo- 
bile while he talks, is unwashed and unshaven 
on the affected side, shrinks when anyone ap- 
proaches his face, and, sad-to-say, is frequently 
toothless because some unsophisticated dental 
colleague has made an unavailing effort to re- 
lieve him. If the patient is old or presenile, or 
is sick of describing the details of his trouble, 
it may be difficult to extract a good description 
from him; but the examiner must persevere, 
for the attacks must be paroxysmal. Their dur- 
ation may be momentary, or up to a minute or 
two, but the diagnosis cannot be made without 
a history showing that each time they strike, 
they do so with instantaneous ferocity, then dis- 
appear, and strike again. Continuous aching 
pains, which come on gradually, reach a height 
over minutes or hours, and then slowly subside, 
are not indicative of trigeminal neuralgia, and 
to treat tliem as such leads only to trouble. 

Trigeminal neuralgia usually runs a remit- 
ting course in the early years. The patient may 
have a few attacks over several days or weeks, 
and then a remission of a year or more. It is this 
which makes him reluctant to see the surgeon, 
and persuades him to try nasal, dental, and 
sinus subterfuges for a time — for he hopes that 
with his next remission will come permanent 
peace. This is never realized, however, for re- 
currence is as sure as is survival. With each 
recurrence, the attacks are usually more fre- 
quent and severe, the territory involved greater, 
and the bouts longer. Finally, after three to 


five years or more the patient gives up and 
comes for treatment. 

Medical treatment of trigeminal neuralgia 
is not successful. This has its happy aspects, for 
the pain is so severe that reasonable use of nar- 
cotics will not touch it, and therefore one never 
sees an addict. Tinkering with the sinuses or 
teeth is of no avail, though it is often done. 
Vitamin Bi and ferrous carbonate have been 
tried, but have met with indifferent success. 
One can sometimes give moderate relief from 
individual attacks with the inhalant tricholor- 
ethylene, a first cousin to chloroform. 

The only thing which completely cures, tem- 
porarily or permanently, is to attack the nerve. 
There are three methods of doing this — ^by in- 
jecting alcohol into its branches, by cutting its 
sensory root, or by dividing its pathway in the 
brain stem. 

A lcohol injection gives not only temporary 
relief but also complete relief if the respon- 
sible branch or division of the nerve can be suc- 
cessfully attacked. The most common places 
for injection are the supra-orbital branch of the 
first division at the supra-orbital foramen, the 
infra-orbital branch of the second division at 
the infra-orbital foramen, the second division 
itself at the foramen rotundum, or the third 
division at the foramen ovale. The latter injec- 
tion also causes a temporary motor paralysis, 
since the motor fibers going to the muscles of 
mastication are mixed with the third division 
at this point. The first division cannot be in- 
jected in its entirety at the superior orbital fis- 
sure, since alcohol in this location produces an 
ophthalmoplegia by affecting the third, fourth, 
and sixth nerves, which exist through the same 
opening. 

Alcohol injections must be done at a point 
where the division or branch is fixed, since, in 
order to be effective, the point of the needle 
must pierce the nerve sheath so that alcohol 
may mix directly with the fibers and kill them 
by precipitation of their protein. Alcohol will 
not infiltrate tissue as do watery solutions. 
Skillful alcohol injection entirely replaces 
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peripheral neurectomies, such as were per- 
formed some years ago. Neither procedure, 
however, is permanent since the eventual and 
inevitable regeneration of fibers down to their 
terminations is accompanied by a recurrence of 
the disease. Nevertheless, alcohol injection re- 
mains a useful and frequently practiced pro- 
cedure for many patients — especially those who 
have had long remissions and still hope that 
another and final one will occur, and, dierefore, 
are not psychologically prepared for tlie per- 
manent abolition of all facial common sensa- 
tion by operation. Alcohol injection may be 
repeated once or twice, but its efficacy then 
wears out, because of compartmentation of the 
nerve with scar tissue, and resultant inaccessi- 
bility of some fibers. The usual period of relief 
from a successful alcohol injection is one to 
two years. 

Operations tlierefore are the only permanent 
cure. The standard operation performed al- 
most everywhere by neurologic surgeons in- 
volves an approach to the gasserian ganglion 
through very much the same route one uses in 
doing a decompression. An incision is made 
in front of the ear so that the hair will conceal 
it, and a small opening is made in the tem- 
poral bone. The dura is then peeled up from 
the floor of the middle fossa and the middle 
meningeal artery divided. The ganglion is then 
exposed and the posterior root which joins it 
to the pons is divided. Refinements which have 
been added to this procedure have been (1) the 
sparing of the motor root, which lies separately 
from the sensory root, and (2) only partial sec- 
tion of the sensory root in patients with second 
or third division tics, in order to preserve sen- 
sation to the eye and thereby protect it. This 
latter refinement is called a differential section. 


However, it allows for about a 10 per cent 
chance of recurrence carried by the intact 
fibers, for which complete section may even- 
tually be necessary. When the sensory root is 
divided between the ganglion and the pons, 
there can be no question of regeneration, since 
the essential neurilemma sbeath is lacking from 
the fibers here. 


A n OPERATING technic has also been devised 
for special cases. In this operation the 
tract for pain serving this nerve is sectioned 
in its course through the medulla. This opcr.a- 
tion is particularly useful in facial malignancies, 
for the upper cervical nerves, which run into 
the parotid area, may be sectioned at the same 
time. Finally, 1 should add that some surgeons 
prefer to approach the sensory root from be- 
hind in the posterior fossa radicr than the usual 
approach from the side through the middle 
fossa. All these iirocedures carry a mortality 
rate which should be negligible, and I fre- 
quently tell my patients that the operation is 
harder on the surgeon than it is on die patient. 

Total hospitalization is usually a week or 
less, and the total disability for return to work, 
including the time spent in die hospital, is 
usually less than a month. 

In conclusion, it may be stated that the im- 
portant thing in trigeminal neuralgia, a not 
uncommon disease, is to diagnose it properly. 
Once this is done, the treatment, though spe- 
cialized, is stereotyped. Early and proper diag- 
nosis, however, may save the patient much 
time, much agony, much money, many futile 
medical and dental procedures, and possibly 
his respect for the medical profession. 



SOME DIAGNOSTIC AIDS 

IN 

ACUTE ANTERIOR POLIOMYELITIS 


A presentation of the National Foundation for Infantile Paralysis 
in the Scientific Exhibits Section of the Centennial Convention of 
the American Medical Association, Atlantic City, June 1947. 


BACK RIGIDITY IN POLIOMYELITIS 


Poliomyelitis. 

The patient is aided in his at- 
tempt to sit up by supporting 
the occiput and arms. The head 
and back move as one nearly 
inflexible structure. The neck 
and back may be "rubbery" 
rather than completely inflex- 
ible. Note the expression of 
distress. 




Poliomyelitis. 

A continuation of. the proce- 
dure shown in figure above. As 
soon as patient is upright, the 
knees become somewhat flexed. 
The patient's hands reach for 
the knees either because of 
pain or to help support himself 
in an upright position. The chin 
cannot be brought to the chest 
nor the head to the level of 
the knees. 




FLEXIBILITY OF BACK IN THE NORMAL CHILD 


Norma/. 

An average comfortable 
position with curving of back 
and neck. The knees are 
slightly flexed. 


Norma/. 

More extreme flexibility 
with the forehead touching 
the knees. Knees are slightly 
flexed. 


Norma/. 

Supine’and reloxed. 


Normo/. 

Supine and relaxed. 




NECK RIGIDITY IN POLIOMYELITIS 



Normal. 

The chin touches the chest either 
voluntarily or with support. 


Poliomyelitis. 

The head is held rigidly upon the 
shoulders, with slight posterior 
retraction. When the head is lifted 
by flexion, the head, neck and 
shoulders move as one unit. The 
accessory flexors, such as the 
platysma, are used. Pectoral ri- 
gidity below the clavicles, causing 
"cupping” of the shoulders, is fre- 
quently observable in the child. 


BACK RIGIDITY IN POLIOMYELITIS 



Norma/. 

The child lies supine, with hips and upper 
back touching the table, with the arms raised 
above the head. 


Poliomyelitis. 

The lumbar lordosis is sufficiently marked so 
that the hand and arm of the examiner may 
be passed under the patient through the arch 
formed by the muscles of the back. 






THE "TRIPOD” SIGN 



Poliomyelifis. 

When the patient attempts to sit op, with- 
out aW from the examiner, he is forced to 
use his arms for support in the position of 
a tripod. Almost all flexion takes place at 
the hips, sometimes unequal in degree on 
the two sides. The patient, as illustrated, 
shows some distress but less than when a 
similar maneuver is carried out by the 
examiner. Contrast with the normal action 
shown on page 117. 


FLEXION OF THE HIP AND EXTENSION OF THE KNEE 
IN THE NORMAL CHILD 



Normal. 

The hip 1$ partiolly flexed 
with the knee completely 
flexed as a voluntary move- 
ment. 



Normal. 

Full extension of the knee is 
accomplished in this position 
with the aid of the examiner. 






RIGmiTY OF HIP FLEXOR IN POLIOMYELITIS 
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Normal. 

The extremity is extended 
at the hip with the patient 
prone. 
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Poliomyelitis. 

Extension is restricted and 
the pelvis is raised and ro- 
tated towards the examiner. 


RIGIDITY OF ANTERIOR TIBIAL IN POLIOMYELITIS 



Normal. 

The foot is fully plantar 
extended by the examiner. 
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SHOULDER RIGIDITY IN POLIOMYELITIS 



Normal. Poliomyelitis. 

Full abduction of the arm, without restrlc- Rigidity of the pectoral muscle holds shoul- 

tion by the pectoral muscles. der in partial flexion and prevents full 

abduction and elevation. 

FACIAL EXPRESSION IN POLIOMYELITIS 


Potients often show onxiety, tense- 
ness and distress In facial expression. 
The mouth may be open if breathing 
is restricted, and the foce is mask- 
like but onxious. The sterno-mostold 
muscle may be very prominent. 


THE KERNIG SIGN IN POLIOMYELITIS 



Poliomyelitis. Poliomyelitis. 

Shortening and rigidity of the flexors of More extreme shortening of the flexors 

the knee in Kernig position. not usually seen to this degree in polio- 

myelitis and more suggestive of meningitis. 
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PRESENT STATUS OF FOLIC ACID 
THERAPY 

T he finding of a single synthetic chemi- 
cal compound of known molecular 
structure which is effective in treating 
persons with pernicious anemia, nutritional 
macrocytic anemia, and tropical sprue, is a 
medical event of great importance. This sub- 
stance, pteroylglutamic acid, commonly called 
folic acid, is the newest member of the vitamin 
B-complex. 

The name “folic acid” originally was given 
to a substance obtained in nearly pure form 
from spinach by Mitchell, Snell and Williams. 
This substance supports growth for two organ- 
isms, frequently used in microbiologic investi- 
gations; Lactobacillus casei and Streptococcus 
lactis R (now termed Streptococcus faecalis). 
It was isolated independently from liver by 
Stokstad and by Pfiffner and his associates and 
an identical substance was synthesized by 
Angier and his co-workers. 

Folic acid occurs in nature in a free form and 
also as a part of various complexes. The fol- 
lowing five substances ■ have been isolated in 
crystalline form: (i) vitamin Be, (2) Lacto- 
bacillus casei factor from liver, (3) L. casei 
factor from yeast, (4) another L. casei factor 
isolated from a fermentation residue, and (5) 
vitamin Be conjugate. Vitamin Be, the L. casei 
factor from liver, and the L. casei factor from 
yeast are identical with die synthetic product 
described by Angier and his associates. This 
compound, folic acid or pteroylglutamic acid, 
contains one molecule of glutamic acid. In con- 


trast, the special L. casei factor isolated from 
the fermentation residue yields three molecules 
of glutamic acid. The vitamin Be conjugate 
isolated by Pfiffner and his co-workers yields 
seven molecules of glutamic acid. 

While folic acid has been accepted as a po- 
tent hemopoietic agent, clinical studies with 
the fermentation factor and vitamin Be con- 
jugate have not been extensive. Published re- 
ports on diese substances, however, indicate 
that they too are somewhat effective in pro- 
ducing a hematologic response in certain types 
of macrocytic anemia in relapse. 

The gradual increase in our knowledge of 
hemopoiesis and the development of effective 
anti-anemic therapy are intensely interesting 
subjects. In the mythology of many races, the 
idea of taking liver internally goes back to 
antiquity. The era of its modern usefulness in 
man was initiated in 1926 by Minot and Mur- 
phy when they showed that the oral adminis- 
tration of large doses of whole liver effected a 
remission of Addisonian pernicious anemia in 
relapse. Soon, liver was tested in various cases 
of macrocytic anemia and was found to be an 
effective hematopoietic substance in tlie treat- 
ment of the macrocytic anemia of pregnancy, 
tropical sprue, non-tropical sprue, nutritional 
macrocytic anemia, and pernicious anemia. 

It soon became apparent that a potent extract 
from liver would be less difficult to administer 
tlian whole liver, and a number of crude liver 
extracts were prepared. Within two years Cohn 
had developed his fraction G which became 
widely used in treating macrocytic anemias due 
to tlie absence or deficiency of the erythrocyte 
maturation factor. Eventually, more concen- 
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trated liver extracts were prepared and became 
die standard of those students who were assay- 
ing new substances and new liver fractions. 

The concept arose diat liver might contain 
many substances which might be hematologi- 
cally active, a concept that was strengthened 
by the observation that some substance or sub- 
stances were destroyed or discarded in the 
concentration of crude liver extract as deter- 
mined by the hematopoietic response effected 
by both crude and concentrated liver extract. 

Realizing that liver extract was a mixture of 
many chemical substances, investigators knew 
that they were facing a long and tedious task 
in attempting to isolate the active principle 
or principles. Many fractions of liver extract, 
many nutrients, concentrates, and synthetic 
substances were tested for their hematopoietic 
properties. Some of them had slight activity, 
but most of them had none. Folic acid was 
known to be present in infinitesimal amounts 
in a number of potent liver extracts but, work- 
ing on the hypothesis that a number of chem- 
ical molecules could effect hemopoiesis and 
that folic acid might well be one of them, in- 
vestigators tested it in macrocytic anemia in 
relapse, and its efficacy was quickly demon- 
strated. 


Thus, for the first time, it was possible to 
administer a pure synthetic compound to per- 
sons with the macrocytic anemia of pernicious 
anemia, of nutritional deficiency of pregnancy, 
and of tropical or non-tropical sprue, so as to 
effect a hematologic remission. This discovery 
has at long last placed investigations in the 
field of the macrocytic anemias in the realm of 
pure compound therapy, and is a step toward 
learning more of the etiology and pathogenesis 
of tliese anemias. 

A review of die biological and clinical aspects 
of studies with folic acid has been published by 
Berry and Spies and by Spies. Soon after folic 
acid therapy is initiated, the numbers of 
megaloblasts and early erythroblasts in the 
bone marrow decrease progressively and the 
late erythroblasts and normoblasts increase. 
Eventually, the normal ratio of nucleated red 
blood cells and white blood cells of the mar- 
row is reestablished. As early as the second day 
of treatment, reticulocytosis can be detected in 
the bone marrow, and frequently it can be de- 
tected in die peripheral blood from the diird 
to the fifth day of therapy. A peak usually is 
reached on the sixdi to the tenth day, the 
height of the rise varying from case to case, 
depending upon the severity of the anemia, the 
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adequacy of the dose, and the presence or ab- 
sence of complications. This is followed by a 
gradual increase in the number of red blood 
cells and in the hemoglobin. When thrombo- 
cytopenia or leukopenia is present, as is fre- 
quently the case, increases toward normal 
usually occur. 

The clinical improvement which parallels 
die hematologic response is equally dramatic. 
When the reticulocytes begin to rise, the pa- 
tients experience a remarkable improvement 
in the feeling of well-being. There is a sudden 
and tremendous increase in their appetites 
which is accompanied by a return of strength 
and vigor and usually by a gain in weight. The 
chief limitation of folic acid is that it will 
neither prevent the development of acute or 
subacute combined degeneration which fre- 
quently occurs in Addisonian pernicious ane- 
mia, nor will it relieve it once it has developed. 
Liver extract, along with folic acid, should be 
given in a dosage sufficient to relieve signs of 
acute or subacute degeneration. In patients 
who are allergic to liver extract, folic acid is a 
valuable substitute unless the patient has neural 
degeneration. In such cases folic acid therapy 
should be supplemented with the necessary 
amount of liver extract. 

As yet, no satisfactory explanation has been 
given for the fact that relatively large amounts 
of folic acid are required to produce a satisfac- 
tory hemopoietic response. Despite the many 
intensive clinical studies which have been made 
on folic acid as a tlierapeutic agent, the final 
word on dosage cannot be stated definitely. In 
most cases, from lo to 20 mg. daily, in divided 
doses given either orally or by injection, is suf- 
ficient to induce a remission in persons with 
nutritional macrocytic anemia, the macrocytic 
anemia of tropical or non-tropical sprue, or 
Addisonian pernicious anemia in relapse. No 
unpleasant side effects have been observed. 

Because of tlie world-wide distribution of 
macrocytic anemias, physicians everywhere 
have contemplated the best method for their 
detection and therapy. The active principle in 
liver extract probably is not folic acid but a 
vcr^' powerful substance which when obtained 


in pure form probably will be more efficacious 
per unit weight than is folic acid. 

The final place of folic acid in the treatment 
of pernicious anemia, nutritional macrocytic 
anemia and sprue has not been determined. 
Nevertheless, the use of folic acid is opening a 
fresh and fertile field, and die macrocytic ane- 
mias will have to be redefined in the light of 
the new evidence in regard to dieir patho- 
genesis. 

TOM D. SPIES, M.D. 


VITREOUS TRANSPLANTATION 

M uch has been in the news of late regard- 
the Eye Bank for Sight Restoration, a 
worthy organization designed to promote the 
restoration of sight among persons suffiering 
from corneal defects. Officials of the Eye Bank 
have calculated that corneal transplantations 
will benefit from ten thousand to twenty-five 
thousand blind persons in this country alone. 

Less well known are the pioneer endeavors 
to transplant the human vitreous. Generally, 
opthalmologists leave the vitreous alone. Hence, 
although some experimental work was done 
as long ago as 1890, not until last year did a 
paper appear in which human vitreous trans- 
plantation was reported. Recently, Cutler, the 
originator of the technic, has released his sec- 
ond report in which he discusses the results 
of his first 13 cases of vitreous transplantation. 

The technic involves the withdrawal of 1.5 
cc. of vitreous from the eye of the patient, with 
an 18-gauge needle on a 5 cc. syringe. The 
syringe is then detached, and another is at- 
tached to the needle. This syringe contains 2 
cc. of clear vitreous from a recently enucleated 
eye; it is injected until the patient’s eye has 
reformed. 

Eight of Cutler’s patients had vitreous trans- 
plantation for vitreous hemorrhage. Four of 
the operations were successful. Improvement 
in vision ranged from light perception to 20/50, 
and from 20/300 to 20/25. A fifth operation 
was partially successful, and the remaining 
three were failures, probably due to retinal de- 
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tachments. Five other patients were operated, 
all because of detachment of the retina. Only 
one of these is considered to have been bene- 
fited. All of these patients were considered dif- 
ficult, however, and they had all had retinal 
detachment operations previously. 

Obviously, the technic will be revised many 
times in coming years. There can be little 
doubt, however, that Cutler has made a real 
contribution in demonstrating conclusively that 
clear vitreous can be used to transplant ab- 
normal vitreous. 


THE RICKETTSIAL DISEASES 

D iseases caused by rickettsia have received 
increased recognition in recent years. Ty- 
phus, of both the epidemic and murine varie- 
ties, is by no means a closed problem. Rocky 
Mountain spotted fever is no longer confined 
to the area which gave it its name but has been 
found east of the Alleghenies. Tsutsugamushi 
disease, or scrub typhus, boutonneuse fever, 
Kenya typhus and South African tick bite fever 
do not as yet appear to have become problems 
in this country. A new skin disease, so far mild 
in character and restricted in distribution, has 
been traced to mice and their parasites. This 
has been called Rickettsialpo.x (Huebner, Rob- 
ert J., et ab. Public Health Reports, May 30, 

1947)- 

There are four types of vectors for the rickett- 
sial diseases. The world-wide distribution of 
these vectors clearly indicates that the rickettsial 
diseases can become an even more serious prob- 
lem than they have been to date. 

According to Kohls (Vectors of Rickettsial 
Diseases, Ann. Int. Med. 26713, May 1947), 
the four groups of parasites which will trans- 
mit rickettsial diseases to man are ticks, mites, 
lice and fleas. Ticks are responsible for trans- 
mission of tbe spotted fever and boutonneuse 
fever types and are probably involved in the 
disease known as Q fever which appears to be 
indigenous to Australia and has not been found 
to occur naturally in this country as yet. Mites 
have so far been shown to be vectors of only 


one of die rickettsial diseases, namely, tsutsuga- 
mushi disease. The European, or epidemic type 
of typhus, is transmitted by lice and the murine, 
or endemic typhus, by fleas. 

In view of the known distribution of the 
rickettsial diseases today and the difficulty in 
eradicating the numerous potential vectors, it 
seems likely that diseases of diis type will be- 
come more serious before becoming less so. It 
is peculiarly fortunate, therefore, that what ap- 
pears to be an excellent treatment for at least 
some of the rickettsial diseases in the form of 
P.A.B.A. (para-aminobenzoic acid) is now 
available. Even with this treatment, however, 
every effort must be made to prevent the spread 
of those which are indigenous and to impede 
the entry of those which have not yet been dis- 
covered in the United States. 


PEPTIC ULCER 

R eports are continuing to appear regarding 
the use of protein hydrolysates in the treat- 
ment of peptic ulcer. A late issue of Gastroen- 
terology carried two papers which are worthy 
of comment. Hodges treated for two to three 
weeks 26 patients suffering with chronic peptic 
ulcer. He used a protein hydrolysate-carbohy- 
drate mixture. While the treatment produced 
better results than those obtained with a con- 
ventional dietary regime, the frequency of re- 
lapses was not diminished. Three patients failed 
to respond. In general, the patients gained 
weight, and gastric acidity was reduced. 

Kimble reported results with a series of 15 
])atients, of which 13 had duodenal ulcer, r a 
combined duodenal and gastric ulcer, and i a 
gastric ulcer alone. TJie patients were treated 
for an average of nine days, during which 1,500 
cc. of a 6 per cent solution of [irotcin hydrolysate 
were administered daily by gastric drip or 
venoclysis. Following treatment, x-ray evidence 
revealed that the ulcers had disappeared in 9 
of the patients. Another 5 showed marked im- 
provement; one patient did not respond. 
Scrum proteins were elevated, and most of the 
patients gained weight. 


This Month in Medicine 


POLIOMYELITIS 

S INCE the poliomyelitis season is at hand, Sabin 
has presented some guiding principles designed 
to restrain the spread of poliomyelitis virus. 

Most often, the virus appears to be spread 
through contamination with feces, since it lives 
for some time in the intestinal contents and stools 
of both the apparently healthy as weU as acutely 
paralyzed persons. From these sources, contami- 
nation of hands and fomites allows the virus to be 
disseminated; or “filth” flies may deposit it in in- 
fective amounts on food. Sabin does not believe 
that available evidence supports the view that drop- 
lets from the respiratory tract play a significant 
role in the spread of the poliomyelitis virus. 

With these epidemiologic facts in mind, Sabin 
offers a few pointers that are well worth remem- 
bering. Closing of movies and churches is unwar- 
ranted, but playgrounds and swimming pools 
should be closed during an epidemic. If schools 
can observe rigid health discipline, they may re- 
main open, since apparently the virus is not spread 
by the mere presence of large numbers, but rather 
by playing, shaking hands, and using a common 
toilet without adequate hand-washing facilities. 

All home measures that prevent contamination 
of food by flies are good. However, mass destruc- 
tion of flies by DDT — spraying a whole city from 
an airplane, while dramatic and newsworthy, is of 
little epidemiologic value. Flies should not be al- 
lowed to breed on sewage sludge beds, nor should 
they have access to raw sewage. 

Stools from patients widr poliomyelitis may be 
disposed of directly into the sewage system, with- 
out sterilization; for the sewage is already con- 
taminated by virus in the feces of persons who 
are not known to be infected. On general hospi- 
tal wards patients should be treated with the 
“typhoid technic” for four weeks following the 
appearance of symptoms. Laundry of patients is 


contaminated; laundry workers, therefore, should 
be advised regarding the use of gloves and wash- 
ing of hands. 

Patients should be isolated, in the home, for 
from two to four weeks following the onset of 
symptoms. Members of the patient’s family, if 
public food handlers, should not return to work 
for at least two weeks, nor should they come in 
contact with children. 

Sabin points out that while these measures will 
not stop an epidemic, they should reduce the 
number of persons that will become infected. 

SUGGESTED READING 

Sabin, A. B.: The Epidemiologv of poliomyelitis, J. A. 
M. A. i 34 : 74 !)> June =8, 1947 - 

SERODIAGNOSIS OF CANCER 

S T.ADiE and his associates have been unable to 
confirm the recent results of Duboff and Hirsh- 
feld who, using a tyrosinase color test, reported 
that the serum of 89 per cent of 140 cases of proven 
active malignant neoplastic disease showed an in- 
hibition of color development equal to or greater 
than 15 per cent when compared to controls with- 
out serum. Only 3 in 117 normal subjects, and 
only 9 of 68 patients with clinical conditions other 
than cancer gave color inhibition greater than 15 
per cent. 

On tire basis of these findings, Duboff and Hirsh- 
feld developed an interesting serodiagnostic test 
for cancer. If it could be confirmed, it would be 
quite important. Regrettably, Stadie and his asso- 
ciates, using what appears to be the same technic, 
could not distinguish the sera of 37 cancerous and 
42 non-cancerous subjects. 

SUGGESTED READING 

Stndie, W. C.: The tyrosinase inhibiting action of scrum 
from normal and cancerous patients. Am. ). M. Sc. 213:655, 
June 19.17. 
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ASTHMA AND INTRAVENOUS 
ETHYL ALCOHOL 

A sthmatic pniients who have been wheezing 
for hours on end become “hungry, thirsty, 
tense, and tired.” To give them surcease from these 
various physical woes, as well as to treat their 
asthma, several types of medication are necessary, 
the actions of which are not always consistent. Ob- 
viously, a single, intravenous drug would be de- 
sirable. But such a drug, to be ideal, should he 
non-toxic, non-allcrgenic, and evenly and rapidly 
metabolized. It should have a wide margin of 
safety between the pharmacologic and toxic doses. 
It should be a sedative, a vasodilator, and a respira- 
tory stimulant. 

Brown, in the May-June issue of the Annals of 
Allergy, suggests that ethyl alcohol, administered 
intravenously, fulfills these criteria. On the basis 
of the experience of Behan in this country, and 
Verkhovskaya in Russia, both of whom used in- 
travenous ethyl alcohol as an analgesic and anes- 
thetic, Brown administered this drug to patients 
with severe bronchial asthma. A 5 per cent ethyl 
alcohol .solution in physiologic 5 per cent glucose- 
saline solution, with or without epinephrine 1:1,000, 
was given intravenously at the rate of 80-100 drops 
per minute. This effectively relieved severe bron- 
chial asthma in 5 of 6 patients who had not re- 
sponded to the usual medications. 

The treatment was used on 26 additional pa- 
tients, with similar results. There were no com- 
plications or side effects. Brown mentions that Dr. 
J. D. Gillaspie of Boulder, Colorado, independent- 
ly discovered the same treatment, and success- 
fully used it on 5 patients with severe bronchial 
asthma. 

SUGGESTED READING 

ncli.in, R. I.: Ethyl alcohol intr.ivenoiisly as |v>su>j>cralive 
sedation. Arn. J. Surj;. 69:227, Aui’ilst 1945. 

Verkhovskaya, E. V.; Intravenous .alcohol .anesthesia. Am. 
Rev. Soviet Med. 2:260, February 1945. 

Editorial: intrascnoiis alcohol anesthesia as used in Russia. 
I. A. M. A. 128:133. May 12, 1945. 

Ilrowji, E. A.: The use of intravenous ethyl alcohol in the 
treatment of status asthmaticus. Annals of Allcr^jy 5:193. May- 
lunc 1947. 
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CHOLECYSTECTOMY AND TYPHOID 
CARRIERS 

I N 1913, Leary, an Army doctor, reported one of 
the earliest attempts to clear up the typhoid 
carrier state, by cholecystectomy. His two patients 
were young soldiers, one of whom had a chronic 
biliary fistula which discharged a clear mucoid 
material. Cultures of this discharge revealed that 
it was a pure colony of typhoid bacilli. Stools also 
were positive for the same organism. At operation, 
a stone was found impacted in the cystic duct. The 
gallbladder and cystic duct were removed; the 
stools were negative, and recovery was uneventful, 
Leary’s second case, at operation, was found to 
have a distended gallbladder full of stones. The 
gallbladder contents cultured out pure typhoid 
bacilli. After cholecystectomy, recovery was com- 
plete, stools became negative. 

In .spite of this report, cholecystectomy was for 
.some years regarded with considerable disfavor, 
in correcting the typhoid carrier stale. Lately, 
however, it has come to be accepted as a valuable 
treatment. Stout and his associates recently have 
reported a case, similar to those mentioned above, 
in which the typhoid carrier state was eradicated 
when the gallbladder, containing typhoid bacilli 
and small stones, was removed. Results were not 
entirely unequivocal, however, for penicillin and 
sulfathiazole were also used. However, these drugs 
cannot be assumed to take the place of surgery, in 
the treatment of chronic foci of infection. 

Five years ago, Saphir and his associates sug- 
gested that before cholecystectomy he resorted to, 
particularly in carriers past 50 years of age and in 
the presence of a well functioning gallbladder, 
soluble iodophthalein should be considered. Of 
65 bile carriers treated with iodophthalein, the bile 
was sterilized in 32.3 per cent and the stool was 
freed of typhoid bacilli in 7.6 per cent. 

SUGGESTED READING 

Sinui, S. L., ct .il.: Typhoid cirricr st^tc-trcatincm by 
dioiccjstcciomy. JtHir. Kansas hi. Soc. 48:273, June 1947. 

Sapliir, W.. ci .nl.; The t)pli<>id carrier prulilcni. J. A. M. v\. 
118:964, hlarch 21, 1942. 

Rcckman. H.: Ticatmcnt in central pMciicr. Philadclpliij. 
W. B, Saunders, p. 338, 1946. 
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Consultation Service 


This special consultation information service is offered as a regular monthly -feature of Postgraduate Medicine. 
Readers are invited to call on this Service for answers to difficult medical problems from members of our Editorial 
Board best qualified to help. Each question will be answered by mail and those of general interest will be pub- 
lished each month. Address all communications to Consultation Service, Postgraduate Medicine, 512 Essex Build- 
ing, Minneapolis 2, Minnesota. 


NEPHROSIS 

QUESTION: /. In a child aged 7 with massive 
albiimmtiria and anasarca, without hypertension, 
hematuria or azotemia, is one justified in diagnos- 
ing "pure nephrosis’’? 

M.D. — Missouri 

ANSWER: This the nephrotic syndrome. It 
occurs most commonly as a stage or phase in the 
course of glomerulonephritis or as a result of the 
action of some poisons such as mercuric chloride. 
Extremely rarely a “pure or lipoid nephrosis” 
seems to exist without evidences of glomerulo- 
nephritis or poisons. 

2. Is nephrosis a tubular disease and nephritis 
essentially a glomerular disease? 

ANSWER: No. Abnormality of both tubules 
and glomeruli exists in both nephrosis and neph- 
ritis. In nephrosis the glomerular capillaries are 
abnormally permeable just as are the capillaries 
throughout the body with the resulting loss of 
plasma protein; tubular absorption of water and 
sodium chloride from the glomerular filtrate is 
not impaired. Albuminuria and generalized edema 
results. Hypoproteinemia is common as a result 
of the albuminuria and high-protein edema fluid 
and the impaired gastrointestinal absorption and 
hepatic utilization of nitrogenous foods but the 
abnormal capillary permeability seems to be the 
primary factor. Tubular destruction found in fatal 
cases of mercuric chloride poisoning is not indica- 
tive of the pathologic physiology of the nephrotic 
syndrome. In nephritis there are inflammatory 
changes in the glomeruli as well as abnormal capil- 
lary permeability. 

5. What is the usual course and prognosis of 
nephrosis? 


ANSWER; The course of the nephrotic syn- 
drome varies with its etiology and is very often 
complicated by so-called nephrotic crises of peri- 
tonitis, pleuritis, etc., due to pneumococcus, strep- 
tococcus or other bacteria. If the patient survives 
these crises, which is more frequent since specific 
chemotherapy (sulfonamides, penicillin and amino- 
acid solutions) for parenteral administration have 
become available, recovery from the nephrotic 
syndrome is frequent. The fundamental thera- 
peutic problem is the detection and elimination of 
the cause of the abnormal capillary permeability, 
be this a poison such as mercury or an infection 
such as an alveolar abscess or a pharyngitis. Diu- 
retic measures are important to minimize the 
edema which interferes with the function and 
nutrition of all tissues and organs of the body. If 
etiologic factors and edema can be controlled, the 
prognosis is good. 

COCCYX DEFORMITY 

QUESTION : How frequently is a previous 
fracture or a deformity of the coccyx a factor in 
dystocia? Is cesarean section indicated in a multi- 
para who had a previous normal delivery except 
for severe postpartum pain in the region of the 
coccyx and some third stage delay? 

M.D. — Ohio 

ANSWER: It is not likely that a previous frac- 
ture, deformity, or fixed anteflexion of the coccyx 
may be a factor in dystocia. The patient cited prob- 
ably had a contraction of the pelvic outlet, as with 
a narrowed subpubic arch and transverse diameter 
without compensatory lengthening of the posterior 
sagittal diameter. It is in the latter diameter that 
tlie coccyx becomes one point in the several pro- 
ducing outlet dystocia. 
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This patient should not require a cesarean sec- 
tion based solely on the symptoms noted at the 
time of her first delivery. Does not the questioner 
mean late second stage delay rather than third 
stage delay 


DIZZINESS ASSOCIATED WITH PKEGNANCY 

QUESTION: What is the etiology, frequency, 
and treatment of dizziness in normal pregnancy? 

M.D. — North Dakota 

ANSWER: Dizziness during pregnancy may 
originate from several causes and is not common 
to early pregnancy. It is usually a manifestation 
of some abnormality, and treatment depends upon 
its cause. 

Disturbances of eyes and ears must be consid- 
ered; anemia may produce this symptom; dizzi- 
ness may be one manifestation of toxemia early in 
pregnancy with nausea and vomiting; it often ac- 
companies toxemia late in pregnancy of the hyper- 
tension type. 

Vasomotor disturbances, and the usual overac- 
tivity of the pituitary during pregnancy could be 
causative factors. It is not usually a symptom of 
noteworthy significance except in toxemia of laic 
pregnancy. It may be more annoying than serious. 


PERNICIOUS ANEMIA 

QUESTION: A patient, 6B years old, with per- 
nicious anemia, treated with liver for two years, 
has developed numbness and tingling in the toes 
but not the fingers. Vibration and joint sense are 
moderately diminished in the feet only. Can a 
diagnosis of subacute combined sclerosis be made? 
Are thyroid, or vitamin B of value? Is crude liver 
preferable to the ordinary parenteral liver concen- 
trates in this complication? M.D. — Illinois 

ANSWER: From the findings, it is certainly 
presumptive evidence that the person has subacute 
combined sclerosis and would indicate that he had 
not had adequate amounts of liver extract. The 


amount necessary is much greater for some persons 
than it is for others. Frequent injections are more 
ciTcctive per unit of material than are infrequent 
ones. Thyroid and vitamin B are of little or no 
value on theoretical grounds. Crude liver is pre- 
ferable to the refined preparations, but even the 
most potent liver concentrations seem to have this 
material in them. If the patient has any sort of sys- 
temic reactions to the crude liver preparations, I 
certainly would stick to the highly concentrated 
ones- 


COMPRESSION FRACTURES OF VERTEBRAE 

QUESTION: I have a patient with a slight 
compression fracture of the body of the sixth thor- 
acic vertebra. The orthopedic consultant advised 
treatment by bed rest only, but with a board under 
the upper part of the mattress. The patient is in 
good condition and was free from pain at the end 
of three weel^s. The consultant believes the patient 
can wall{^ by the end of the seventh week^ and prob- 
ably resume very light tvorf{ if the x-ray checkup 
at that time reveals the anticipated progress. Can 
compression fractures of the vertebrae heal so 
quickly, or is this probably a hazardous plan of 
treatment? M.D. — W isconsin 

ANSWER: Compression fractures of vertebrae 
do not heal in six weeks. However, in slight com- 
pression fractures of upper thoracic vertebrae there 
is moderate support given by the thoracic cage, 
permitting guarded activity at this early stage. 
Careful observation should be continued. Vigorous 
activity should be avoided, and this applied par- 
ticularly to lifting and bending strains. If pain re- 
curs, recumbency should be resumed and external 
support applied. Complete healing of the injured 
vertebrae cannot be anticipated within twelve 
weeks. Healing is evident when, clinically, local 
tenderness has disappeared and, in the .x-rays, there 
is no evidence of further compression. 

The above conditions apply to a middle aged 
patient in good general condition. The variables 
of age, physical type, nutrition, and normal .activity 
must be taken into consideration. 



Men of Medicine 

FROM THE OLD SCHOOL TO THE NEW 


f~| — ^ HE comfortably old-fashioned home of Dr. 

I Rudolph Matas is a storehouse of memories, 
-i- Behind each painting, each bit of bric-a- 
brac, is a story, which the doctor, spry for all his 
87 years, loves to relate in his soft, friendly voice. 

The cellophane-covered bas relief of Lafcadio 
Hearn, for instance, recalls the days nearly sixty- 
five years ago when the 23-year-old doctor and the 
writer walked through' the quiet New Orleans 
night developing the patterns for some of Hearn’s 
literary masterpieces. 

Matas had been graduated from Tulane Univer- 
sity shortly before, and in addition to practicing 
medicine was editing the New Orleans Surgical 
and Medical Journal. He had become acquainted 
with Hearn through reading his translations of de 
Maupassant, Gautier, Loti, and Zola. It was at this 
time that Hearn was forming his fantastic stories 
and he drew liberally from the young doctor’s 
vast knowledge of medical lore. 

On a table in the living room is one of Dr. Matas’ 
most cherished scrapbooks. It is an account of his 
trip to Havana, Cuba, in 1940 when he was hon- 
ored as the only living man who had worked with 
Dr. Carlos J. Finlay, the discoverer of the insect 
carrier of yellow fever. Dr. Matas was a member 
of the yellow fever commission sent to Cuba dur- 
ing the yellow fever outbreak there, and is the 
commander of the National Cuban Order of Carlos 
Finlay. The occasion of Dr. Matas’ visit tvas the 
100th anniversary of Dr. Finlay’s birth. 

In another corner of Dr. Matas’ living room is 
a marble bust of his late wife, carefully covered 
with white paper to keep oil the dust. She died in 
1918, leaving a son by her first marriage, and later 
one of Dr. Matas’ students in medical school. 

In another corner of the room is another remin- 
der of Dr. Matas’ wife— a player piano and a case 


containing a large number of player piano rolls. 
She and Dr. Matas had spent many evenings to- 
gether alone with that instrument, playing works 
of Bach, Beethoven and Brahms, and other great 
composers, of which both were very fond. Early in 
his youth, he had taken piano lessons from a very , 
exacting teacher, but when the young man started 
to practice medicine, he had to drop his studies. 

Dr. Matas is short and rather stockily built, with 
white hair and white beard and mustache. Al- 
though somewhat bent with age, his manner is 
youthful and he is as much interested in the future 
as in the past. This spring he was busy leading 
a fund campaign for a New Orleans hospital but 
he took time off to fly to Atlantic City for the con- 
vention of the American Medical Association, and 
then on to Boston. 

He is an ardent bibliophile; on his library shelves 
are many priceless volumes of medical and surgical 
periodicals, and medical history. A china cabinet 
in the room is filled with letters, docurhents and 
other papers, material for an ii-volume history of 
Louisiana medicine and of the Louisiana State 
Medical Society, which he, with Mrs. Slattery Ale- 
man, is writing with the hope that the Louisiana 
legislature will provide funds for its publication. 

The publication of the history is only one of his 
many current projects. Another is the revival of 
the International Surgical Society, which became 
disorganized during "World War II. As the original 
president of the society and now the secretary- 
general, he has a keen interest in its being perpet- 
uated to keep high the standards of surgery 
throughout the world. In September the 87-year- 
old surgeon will fly to London to attend the so- 
ciety’s first post-war meeting. 

His conversation ranges far and wide— from a 
trip he had once made to view the Matterhorn to 


130 




FROM THE FAINTING BY TNOMAC C. CORNER 


COURTESY. AMERICAN CObLECE OF SURSEONS 




This porlrait reproduction was presented to Postcraoi’ate Mepicine l/y Ethienn Suture Lahoruiorics. 




MEN OF MEDICINE 


his original operation for aneurysm which had 
brought him his greatest renown. 

The way to the dining room in the Matas home 
leads down a long hall, furnished with such varied 
items as bronze lamp stands, bookcases and an 
old-fashioned music box that plays records a yard 
in diameter, with beautiful and rich tones. 

The long dining table is set in a high-ceilinged 
room, with a huge high-mirrored sideboard on 
one side. At one end are two china cabinets. The 
innumerable trinkets in one, Dr. Matas explains, 
are objects that he had picked up during his travels 
in Europe. When his friends and former students 
bring their children and grandchildren with them 
on their visits, these trinkets are wonderful play- 
things. 

The other china cabinet is filled with his “tro- 
phies.” Practically all arc silver, and range from 
teacups to very elaborate and ornate loving cups. 
They are souvenirs of many surgical operations, 
presented by patients cured by his skilled hands 
and alert mind. 

Dr. Matas* stories and anecdotes reflect what he 
has written in his famous monograph, “The Soul 
of the Surgeon,” that the life of a surgeon, “though 
a hard one, is indeed a beautiful life.” 

“It is, indeed, an impassioned and troubled life, 
that is ours,” he wrote. “One in which wc can 
scarcely claim a single moment of mental ease and 
quiet. It has its great joys, its superb and glorious 
hours; but it also has its tragic hours, its iiours of 
bitterness and desolation. And yet, the real honest 
surgeons all love it. They love it in spite of its 
fatigue, its worries and its emotions.” 


H e was a horse and buggy doctor in his early 
days, performing many operations by candle- 
light or the light of the oil lamp, in ilie homes of 
his patients and in the hotel rooms. 

One early experience in surgery left a deep im- 
pression on Dr. Matas’ memory. As an intern he 
had gone with Dr. Richardson of Tulanc to assist 
him in an operation at die St. Cliarles Hotel. The 
patient was the sister of Jefferson Davis, former 
president of the Confederate States. Dr. Richardson 
carried her gently from her bed and placed her on 
the operating table in the adjoining room. 


13 1 

“Dr. Richardson was a splendid, tall, strong 
man,” Dr. Matas relates. “When the operation 
was completed he took her in his arms, laid her 
gently back into the bed, and kissed her. I shall 
never forget that.” 

Operating in hotels and homes, before there 
were the hospital facilities, that we have today, he 
said, was not so easy. 

“I remember I was called to perform an opera- 
tion in a patient’s home during a terrific thunder- 
storm. The lightning was flashing everywhere and 
every instrument I picked up seemed to be charged 
with electricity.” 

He is glad that advances in science have taken 
care of many of the factors that were nightmares 
in the surgeon’s life. 

“Many limes we had to hitch up the horses and 
drive frantically in the response to a call from a 
hysterical mother whose child was dying of diph- 
theria. Often we would hardly have time to pick 
any instruments to take with us. Sometimes when 
wc would cut into the suffocating child’s swollen 
throat, the blood would shoot out. The mother, 
holding a lamp over the child for u.s to see, would 
faint and drop the lamp. We would have to pick 
up anything we could find to thrust into the child’s 
windpipe to hold it open and at the same time see 
that the house did not catch fire. Thank goodness, 
diphtheria immunization has put an end to those 
nightmares.” 

But the old days were not all nightmares. There 
was compensating amusement and adventure. Dr. 
Matas can recall the old duelling days in New 
Orleans when as many as six victims were brought 
to the hospitals with injuries every twenty-four 
hours. 

“I was a surgeon at the last duel fought in New 
Orleans. Two young cocks were members of old 
artisiocratic families that had lost their money. 
They started an argument over a drug store 
counter where one of them was dispensing sodas. 
So they decided to fight It out, choosing foils as 
their weapons. 

“They selected as their seconds a couple of fenc- 
ing instructors who had made good money in the 
old, duelling days, training the fighters. When the 
time came for the duel another medical man and 
I were selected as the surgeons to treat their 
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vounds. We two got the boys together and agreed 
hat the duel would stop as soon as the first blood 
,vas drawn. 

“The seconds were not very happy about that, 
jecause they wanted to see a real fight. 

“The two had not slashed at each other very 
long before one was nicked in the arm. 

“‘First blood,’ I said, holding up my hand for 
them to stop. ‘First blood,’ said the other surgeon. 

“The youngsters relaxed and we all looked very 
carefully at the arm in question. 

“ ‘Only a mosquito bite,’ said the disappointed 
seconds. 

“ ‘No, that’s blood,’ I said, giving the arm very 
close inspection. 

“ ‘He’s right,’ agreed the other surgeon. ‘That’s 
blood. The duel’s over.’ 

“The boys agreed, and laid down their weapons. 
And I never saw two happier young men; they 
were so thankful that the duel was over and the 
point of honor had been settled without any more 
perceptible amount of bloodshed.” 

Long after, when duels were a memory in the 
minds of the people of New Orleans, and many 
doctors had taken to the automobile. Dr. Matas 
kept his horse and buggy. 

“But one of my colleagues was so anxious to 
expand his practice that he would keep the harness 
suspended over the back of his horses, as was the 
practice in the fire engine houses, so that he could 
have the animals hitched and get to his patients 
as soon as possible. To be sure he was the first to 
recognize the possibilities of the automobile and 
was one of the first to buy one. 

“Then he persuaded me to get one. But I could 
not master it. I would keep running into a tree or 
a fire plug. I found that to drive a car successfully 
I had to keep my mind on that and nothing else. 
But I was forever thinking about my patients and 
other work I had to do. So I gave up driving.” 

Sometimes as often as once a week, he would 
stay up all night without sleep. On one occasion 
he stayed up for fifteen nights in succession, put- 
ting in a full day’s work in the hospital and at 
Tulane University. 

“I was glad to be relieved of the discipline of 
teaching, ’ said Dr. Matas, who retired as professor 
of surgery at Tulane in 1927. He had taken that 


post in 1895, and had been demonstrator in anat- 
omy at Tulane for ten years previously. “That bell 
would ring always at the same time, regardless 
of- how late I had been up the night before. And 
regardless of how late I had been up, or whether 
I had gone to bed at all, I had to keep my mind 
clear. I am glad I don’t have to hear that bell any 
longer.” 

D r. MATAS was a gentle instructor. It is said his 
students and internes would “follow him 
around like puppy dogs.” He was a liberal grader. 
If on their examinations some of the boys received 
grades he thought were too low, he would raise 
them. He also would never ask a student to do 
something he would not do himself, and he always 
set an example of hard and diligent effort. He was 
reluctant to let a student fail in his final year at 
medical school, believing that if a student were un- 
able to get through medical school and make a 
good doctor, this would have shown up long be- 
fore he had reached the final year. 

In starting out as professor of surgery, he began 
the practice of having monthly examinations, and 
if the students passed the monthly examinations 
they would not have to take the finals. It was soon 
discovered that the medical students were studying 
surgery to the exclusion of most of their other 
subjects. So this practice had to be stopped. 

Dr. Matas said he belongs to many clubs but 
doesn’t go to any. He has never been active in any 
sports. 

“If I had it to do again, I think I might have 
indulged in sports,” he remarked. “I think tennis 
is a wonderful thing to exercise the muscles of 
the body. Golf has been a fine thing in bringing 
diplomats together. The British have used golf for 
many years in bringing about favorable treaties. 
And I think bridge would be good as a form of 
mental activity.” 

But Dr. Matas’ home is a center of his life. 

“I love my home above everything else. I have 
a limited circle of friends — friends who are staunch 
and believe in my honesty. I like to invite them in 
for good conversation.” 

He is not a recluse, by any means. He loves New 
Orleans and seems to know every cranny of that 
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ancient and colorful city. He is widely known in 
New Orleans not only as a man who has helped 
bring fame to the city, but also as an ordinary 
citizen. In the French quarter, a driver of a sight- 
seeing cab hailed him with “Hello, Dr. Matas. 
How are you today?” This is typical of the recep- 
tion he enjoys. 

He is one of the city’s and the state’s most stead- 
fast citizens. He writes letters to editors and mem- 
bers of the state legislature, urging measures for 
good government. He also speaks at meetings of 
citizens’ committees. When Huey Long was gov- 
ernor and wanted to appoint staff members of the 
Charity Hospital at New Orleans on the basis of 
politics, Dr. Matas became a tliorn in the King 
Fish’s side! 

Nowadays Dr. Matas works at home in the 
rooms upstairs. He seldom goes -to his otfice ex- 
cept for an occasional consultation. Upstairs, as 
down, books are to be found in abundance, and in 
many languages. 

Dr. Matas as a young man had learned Latin 
from an exiled anti-czarist prince in Mexico, who 
“wa.s intoxicated with the splendors of ancient 
Roman oratory.” He learned Greek from a Pres- 
byterian minister in Mexico, His early education 
was obtained in Paris, Barcelona, Spain; Browns- 
ville, Texas; Matamoras, Mexico, and New Or- 
leans. So he can speak French, Spanish and the 
Catalan dialect. He can also speak Italian. His 
linguistic range made him a marvel to his interns. 
As he went from bed to bed in the hospitals he 
would address his patients in English, French, 
Spanish or Italian. 

D k. MATAS subscribes to all important surgical 
journals from tlie United States, France, Eng- 
land, Spain and Germany, and has had them bound 
and placed on. the shelves in his library for refer- 
ence. Those who in the past have been amazed at 
the thoroughness of his knowledge and his prodi- 
gious memory when he look part in a discussion 
at a scientific meeting, probably were not aware 
that he had consulted all the material of any value 
that had been published. 

Having performed more operations in vascular 
surgery than any other individual, he has made 


abstracts of everything that has been written on 
the subject. His notes fill 37 letter cases, sufficient 
material for two or three large volumes. 

In his library are trunks of photographs of his 
work, his travels, stacks of diaries and scrapbooks 
on many subjects, enough to fill many volumes 
of work valuable to the doctor, scientist, and gen- 
eral reader. 

Besides his desk in his well-stocked library is 
a couch which is a depository for his current mail 
— letters from friends, colleagues and others all 
over die world, popular magazines, medical and 
scientific journals. In every room on the second 
floor are books and magazines, beautiful and rare 
histories of Spain and his ancestral Catalonia; pop- 
ular novels that he and his wife read together; 
works by many authors great and near great, in 
many languages. There are thousands of volumes 
showing a wide and catholic taste. 

In his own bedroom is a table piled with current 
magazines, and a bookcase, filled with current 
books of all kinds, stands close to his tall, four- 
poster bed. 

“Every time I go to bed at night these books say: 
‘When are you ever going to get around to reading 
us?’ I do the best I can, and read practically every 
night,” Dr. Matas commented. 

Laid out on a table in another room is an array 
of velvet-lined jewel cases containing medals 
awarded him for his achievements in surgery. 
There is the famous Bigelow medal, more than 
three inches in diameter. 

“That’s solid gold,” Dr. Matas commented. 
“There must be more than $100 worth of gold in 
that.” 

Picking up the medal given him in Madrid in 
1932 when he was made a Knight of the Civil 
Order of Alfonso XII of Spain, he said “That is 
certainly a beautiful piece of work.” He was made 
an Officer of the Order of Public Instructors in 
Venezuela in 1925; a Chevalier of the Legion of 
Honor in France in 1932; a Knight of the Order 
of Isabelle the Catholic in Spain in 1934; ^ Com- 
mander of the National Cuban Order of Carlos 
Finlay in Havana; an Officer of the Order of Leo- 
pold in Belgium in 1939, and was the recipient of 
the first distinguished service medal of the Amer- 
ican Medical Association in 1938, ■ 
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Dr. Matas’ medal collection is rivalled by his 
many parchments representing other honors. He 
has received honorary degrees of doctor of laws 
from Washington University, the University of 
Alabama, and Tulane University, and honorary 
degrees of doctor of science from the University 
of Pennsylvania and Princeton, and the honoris 
causa from the University of Guatamala. 

“There are more documents than this,” he said. 
A large suitcase was packed full of more diplomas; 
honorary presidency of the International Surgical 
Congress, honorary membership in the Royal 
Academy of Medicine at Rome, in the Association 
of Polish Surgeons, and the Society of Italian 
Physicians in America; corresponding membership 
in the Peruvian Surgical Society, Societe Nationale 
de Chirurgie of France, Medical Society of Copen- 
hagen and the Surgical Society of Madrid; corre- 
sponding fellowship in the Royal Academy of 
Medicine and the Catalonian Medical Society; 
honorary presidency of the Surgical Society of 
Barcelona, membership in the Society Interna- 
tionale pour r Histor de la Medicine of France, 
and others. 

These honors have come to him as a great pio- 
neer in surgery, who lived in a period when sur- 
geons were given their greatest opportunity in 
history to show what their science and art could 
do in the healing of human ills. 

Most famous for his vascular surgery. Dr. Matas 
up to 1940, had performed 617 operations in this 
field, of which 248 were for aneurysms. His early 
interest in aneurysms is attributable to the fact 
that the successful ligation of the great arteries for 
aneurysm was regarded as one of the outstanding 
accomplishments for surgery. 

Possibilities of improving upon this form of sur- 
gery provided a powerful incentive to young men 
entering this field. Dr. Matas’ cures with his 
method of endo-aneurysmorrhaphy brought world- 
wide attention. It was considered the greatest 
achievement in this field since John Hunter’s liga- 
tion in 1785. In the fifty-eight years since Dr. Matas 
performed his first operation of this type no sig- 
nificant alterations in the technic have been made. 

In his pioneering work in vascular surgery, he 
and his colleagues developed the Matas-Allen band 
— a flexible, flat, removable aluminum band for 


the occlusion of the large arteries. He developed a 
method for testing the efficiency of the collateral 
circulation as a preliminary to the occlusion of 
these vessels. He also developed a method for re- 
ducing the calibre of the thoracic aorta by the 
plication or unfolding of its walls by lateral suture. 

Grateful to Dr. Matas for the prolongation of 
her life through his vascular surgery, the late Miss 
Violet Ida Hart in 1933 created the Rudolph Matas 
award, and a gold medal, the Matas Medal, to be 
given at intervals for the most outstanding work 
in that field. Only one other surgical distinction 
as great as the Matas medal exists in the United 
States today. That is the Bigelow Medal, conferred 
for general surgery by the Boston Surgical So- 
ciety in memory of Dr. Henry James Bigelow. 

Dr. Matas was the first to use the intravenous 
drip method for the administraticun of glucose 
and saline solution, and the first to extend a tube 
into the stomach for drainage in intestinal obstruc- 
tion. He was also one of the first surgeons success- 
ful in the removal of the larynx. 

Developing a special form of air pump. Dr. 
Matas was the first surgeon in the United States 
to apply positive pressure to permit the patient to 
continue breathing while undergoing surgery of 
the thorax. 

In the surgery of jaw fractures he made notable 
contributions. He developed a new method of re- 
ducing and securing the fixation of displaced frag- 
ments in zygomatic fractures. He also applied a 
simple expedient in treating complicated fractures 
of the lower jaw in conditions forbidding the use 
of splints or intrabuccal prosthesis. 

In all. Dr. Matas has published 400 papers, de- 
scribing his achievements and contributed chapters 
in many books on surgery; has invented 10 major 
devices in surgical operations and developed 26 
major surgical procedures. 

T he humble and unassuming author of these 
brilliant achievements is a descendant of 
sturdy, long-lived, prolific and industrious Cata- 
lonian ancestors. His father, Dr. Narcissus Hereu 
Matas, and his mother, Theresa Jorda Ponsjoan 
■Matas, were each one, of a family of nine children, 
born in Catalonia. 
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Immediately after their marriage, his parents 
migrated from Europe to New Orleans, where Dr. 
Narcissus Matas established a pharmacy, and 
started to study English and medicine at the New 
Orleans School of Medicine, where he was grad- 
uated in 1859. Shortly after his graduation fire 
destroyed the pharmacy, and he and the family 
moved to Bonnet Carre, Louisiana. 


T he renowned New Orleans surgeon was born 
September 12, i860, in that town which was 
subsequently washed away in a Mississippi River 
flood. The father’s medical career was interrupted 
by the Civil War, and after a successful venture 
in the cattle business, he took his family to Paris 
in 186.4, where he studied ophthalmology. Young 
Matas had not learned to speak English. His infant 
words were Spanish, but in Paris he learned 
French. Two years later the family moved to Bar- 
celona, Spain, where the father established himself 
as a licentiate of the University of Barcelona and 
a specialist in ophthalmology. 

They remained in Spain until 1867, when the 
family returned to America. By that time the boy 
had learned to speak French, Spanish and Catalan 
fluently. Yellow fever was raging in New Orleans, 
and young Rudolph suffered his first of four dif- 
ferent attacks. 

They moved out of the city and went to the Rio 
Grande Valley, where the elder Matas found a 
remunerative medical practice . with a wealthy 
Spanish firm that engaged him to take care of its 
employees in Brownsville, Texas, and Matamoras, 
Mexico. 

Young Matas learned to speak English at the 
Brownsville public schools. In 1870 he was sent to 
New Orleans to study in the literary department 
of Soule’s College for two years. Returning to 
Matamoras, he was graduated from the Literary 
Institute of St. John in 1876. 

“I found the going hard,- and the Mexican In- 
dians in the school gave me such stiff competition 
that I became ashamed of myself,” Dr. Matas re- 
called. “They had a phenomenal memory and 
ability to learn. I decided I had to get the belter of 
those fellows, and as a consequence I acquired a 
great deal of knowledge — the result of vanity.” 


After school hours, young Matas worked in a 
pharmacy belonging to a friend of his father’s at 
Matamoras, and acquired a great deal of knowl- 
edge of therapeutics and materia medica. This gave 
him a head start when he matriculated at the Medi- 
cal School of the University of Louisiana, which 
is now Tulanc. He progressed rapidly, and in 1877 
won in competitive examination the post of resi- 
dent intern at Charity Hospital. Upon his grad- 
uation in 1880 he became chief of the clinics at 
the hospital and demonstrator in anatomy. He 
became professor of surgery in 1895 and started 
specializing in that field at that time. 

The spirit of revolt against the ancient methods 
of surgery was in the air at that time. In almost 
every direction surgery offered a challenge to the 
young, imaginative, inquisitive and active mind. 

Soon after his graduation Dr. Matas visited the 
hospitals in Paris, studying their methods, and 
spent a summer in the University of Barcelona. 
There were no graduate schools at that time in the 
United States, but he endeavored to improve his 
opportunities in anatomy and surgery by visiting 
in New York, Boston, Chicago, and Washington, 
where he spent a good part of his summers in the 
Surgeon General’s Library, through the friendship 
of Dr. John Shaw Billings. 

His brilliancy, his conscientiousness and other 
high qualities early in his career gained him the 
high esteem of the people of New Orleans. When 
the death of Dr. A. B. Miles in 1893 left the chair 
of surgery at Tulane vacant, the university began 
seeking a successor in other cities. The doctors of 
the city, the general public and the newspapers 
went up in arms. They demanded that Dr. Matas 
be appointed to fill the post. The people wrote let- 
ters to the newspapers, the newspapers carried 
stories and editorials day after day demanding his 
appointment to die chair, and the university finally 
relented. 

Dr. Matas’ activities in addition to his practice 
and teaching have been extensive. In 1887-88 he 
was one of the organizers of the first polyclinic 
postgraduate school in New Orleans, in which he 
conducted for nearly nine years a course in opera- 
tive surgery and surgical anatomy. 

Shortly after Ins graduation from Tulane, he 
was elected physician to a benevolent association. 
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one of the many cooperative societies in New Or- 
leans. He cared for more than 300 families with 
an annual remuneration of §600. 

In one of the halls of the Touro Infirmary, one 
of the large and modern hospitals in New Orleans, 
is a large bronze portrait medallion of Dr. Matas. 
He was chief of the surgical staff there from 1907 
to 1935, and in the early years of hi« teaching 
brought his students there for study. Dr. Matas 
was to a great extent responsible for the success of 
Touro Infirmary. The portrait was presented to the 
hospital in recognition of his efforts in promoting 
that institution. In recognition of his contribu- 
tions of books, journals, time, and effort to the 
medical library at Tulane, it was named the Ru- 
dolph Matas Medical Library. 

In addition to supporting these and other New 
Orleans institutions. Dr. Matas has been the lead- 
ing exponent of medical education in Louisiana. 
During his presidency of the Louisiana State Medi- 
cal Association in 1894 and 1895, he was largely 
responsible for the Louisiana State Medical Prac- 
tice Act. He has been a relentless leader in every 
effort during most of the last fifty years to improve 
the city’s sanitation and public health. As a result 
of much of this local effort, he was given the New 
Orleans Times-Picayune award for community 
service in 1940. He boldly and persistently fought 
public opinion for years in bringing protection for 
the people of Louisiana against yellow fever, ma- 
laria, typhoid, typhus, cholera, bubonic plague, 
smallpox, diphtheria, and scarlet fever. 

A mong his many other activities, Dr. Matas was 
the organizer and director of Tulane Unit, 
Base Hospital 24 for service in France, director 
of the New Orleans School for Intensive Surgical 
War Training during World War I, former presi- 
dent of the American Surgical Association, the 
Southern Surgical Association, American Associa- 
tion of Thoracic Surgeons, Louisiana State Medical 
Association, New Orleans Medical and Surgical 
Association, and former vice president of the Amer- 
ican Medical Association, American Society for 
Clinical Surgery, and the Pan-American Medical 


Congress, of which he was also honorary president. 

His is an honorary fellow of the Royal College 
of Surgeons in England, and honorary member of 
the New Orleans Illinois Central and Mississippi 
Valley Railroad Surgeons, American Association 
for Traumatic Surgery, New York Academy of 
Medicine, American Society for Regional Anes- 
thesia, Boston Surgical Society, American Society 
for the History of Medicine, and the Philadelphia 
Academy of Surgery. 

He was a member and rapporteur on arterial 
surgery at the International Medical Congress in 
London in 1913, member of the Association Fran- 
caise de Chirurgie, rapporteur and by invitation 
an honorary president in 1922, and honorary presi- 
dent of the International Surgical Congress in 
Warsaw in 1929. 

As one of the organizers and a former president 
of the American College of Surgeons, he has 
fought for higher standards throughout the nation 
in that profession. 

In a speech in 1932 he expressed the opinion 
that the medical profession, “and especially the 
surgical branch of it, I am ashamed to say, is in- 
fested like the tropical seas, with numerous sharks 
who prey and fasten themselves upon their suf- 
fering and helpless fellows. To any thoughtful 
observer, the evidence must be convincing to prove 
that while immense and stupendous progress in 
lines of efficiency, has been accomplished in medi- 
cine in the lifetime of the present generation, the 
teaching of the principles of honest dealing and 
righteous conduct have suffered and failed to keep 
pace with the intellectual and scientific advance 
of the age. In this we are not singular, but suffer 
as all other professions, from the general moral 
laxity that seems to pervade the whole social and 
political fabric of our civilization.” He still holds 
to that belief and still is fighting against frauds in 
his profession. 

Dr. Matas said he has subordinated practically 
everything for his work. 

“I do not believe that is always the best thing, 
but I have loved my profession,” he commented. 
“I have tried to be temperate and have tried to 
keep the commandments.” 


Book of the Month— A Report 

SURGICAL PATHOLOGY* 


E \trv surgeon will find the sixth edition of 
William Boyd’s “Surgical Pathology” a stim- 
ulating and helpful volume. From the first 
edition through all the subsequent revisions this 
work has presented pathology in a manner that is 
encountered in the operating room. 

The author states that the early pathologic 
changes in tissue are the most important to the 
surgeon because he is called upon to handle prob- 
lems at the time of an operation and his decision 
many times will be based on these changes. It is 
with this idea that the material is presented. 

The material is well organized and is presented 
in a direct orderly manner. The first nine chapters 
deal with general pathologic material which is of 
surgical importance. The remaining twenty-five 
chapters deal with the pathology of organs or sys- 
tems. The style is clear and to the point. In the 
more important conditions, the discussion is based 
on the pathogenesis, etiology, morbid anatomy, 
pathologic physiology, complications and prog- 
nosis. It makes for a comprehensive discussion and 
the author has the ability to give the essential facts 
in an easy, readable form. The author purposely 
includes the summarization of the clinical features 
of many conditions for the purpose of demonstrat- 
ing the relation of pathology to symptomatology. 
The new material added to this edition is a sec- 
tion on the pathology and pathologic physiology 
of congenital heart disease because this condition 
has recently come under the realm of surgery. The 
other new material presented includes tumors of 

•Surgical I*atholog>'. Hy William Boyd, M.D-, Profesw of 
Pathology, The UniNcrsity of Toronto, Cjnad.i. Sixth Edition. 
858 pages, with 530 .illustrations, including 2a color figures. 
I’hiladciphia and London; W. D. Saunders Company, 1947. 
Price St 0.00. 


the larynx, pinealoma, Bittner’s milk factor in re- 
lation to breast carcinoma, avitaminosis in cancer 
of the mouth, the Papanicolaou vaginal smear 
method in diagnosing carcinoma of the cervix, 
fibrous dysplasia of bone, inflammatory, nodules 
of muscles in chronic arthritis and fibrositis of 
the back. 

Following each chapter there is a well chosen list 
of references. The references are grouped accord- 
ing to various phases of the subject under discus- 
sion. This makes it easier to pick references for 
study of the particular phase on which one wants 
more detailed information. In looking through 
the references one sees that the author has utilized 
many current articles which undoubtedly has made 
this, volume such a timely and current handbook 
for the surgeon. Only the most important refer- 
ences on the subject are given. A reference in a 
foreign language is only given when such infor- 
mation is not obtained in English. 

The chapter on inflammation and repair is full 
of basic information having a direct bearing on 
surgical practice. "Inflammation is the most im- 
portant as it is the most universal of all pathologic 
processes. Being the local reaction of the living tis- 
sues to an irritant, it follows that some degree of 
inflammatory change is present wherever the tis- 
sues, are subjected to the action of an irritant. No 
matter, therefore, how aseptic an operation may be, 
it must inevitably be accompanied by some degree 
of inflammation.” 

There arc three main phases of the infl.ammaiory 
process, namely, the vascular changes, the forma- 
tion of the inflammatory exudate and the process 
of rcp.'iir. Each of these phases has a specific 
function: “The vascular changes arc not intelli- 
gent responses, nervous in origin, but arc due to 
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the action of the irritant on the walls of the vessels. 
The walls of the small arteries and veins are of 
course largely composed of muscle, but the investi- 
gations of Krogh have shown that the capillaries 
are also actively contractile tubes. The dilatation 
of the vessels, with the accompanying engorgement 
and transudation, are due to the irritant paralyzing 
the contractile elements in the vessel walls. 

“Within recent years Menkin has published a 
series of experimental studies on the mechanism of 
inflammation, now collected into a monograph en- 
titled ‘The Dynamics of Inflammation.’ He has 
succeeded in isolating chemical factors from experi- 
mentally produced inflammatory exudates, factors 
which appear to play an important part in the mech- 
anism of the process. One of these factors, which 
he calls leucotaxine, induces a prompt increase in 
the permeability of normal capillaries. It seems to 
be an intermediary breakdown product of protein 
metabolism. When this substance is injected locally 
the increased capillary permeability is followed by 
the rapid migration of polymorphonuclear leuco- 
cytes. It is definitely chemotactic. Another factor in 
the exudate is capable of causing marked leucocy- 
tosis in the normal animal. This factor does .not 
appear to be related to leucotaxine. 

“Sir Thomas Lewis has suggested that a hista- 
mine-like substance, which he calls H substance, 
is liberated at the site of inflammation, and that this 
is responsible for the increased vascular permea- 
bility. The evidence in support of this appears to 
be less conclusive than in the case of Menkin’s 
leucotaxic factor.” 

In chapter six, entitled, “Hemorrhage, Throm- 
bosis and Embolism,” the problems of blood loss 
and the mechanization of control are discussed. 
The uses of heparin, dicumarol and vitamin K 
are presented. 

The thrombo-embolic phenomenon is discussed 
at some length. This condition has assumed con- 
siderable importance recently because of the con- 
troversy that has developed in regard to treatment 
and management of intravascular thrombosis. The 
author differentiates the thrombosis into two 
groups. When the thrombosis is associated and de- 
pendent on inflammation of the vein wall the pro- 
cess is called thrombophlebitis. Venous thrombosis 
is the process where there is not an associated in- 


flariimation. The bland thrombus is one respon- 
sible for the pulmonary embolic, phenomena. 

Postoperative embolic phenomena fall into three 
groups: (i) large emboli occluding the pulmo- 
nary artery or a main branch with a fatal outcome 
in 90 per cent of the cases occurring in the matter 
of a few minutes, (2) emboli of moderate size 
which cause hemorrhagic infarction and consoli- 
dation causing pleuritic symptoms having a mor- 
tality of 15 to 20 per cent, and (3) small emboli 
causing mild symptoms with few or no physical 
signs and producing no deaths. 

The chapter on , tumors is developed by a dis- 
cussion on etiology, spread of tumors, radiation of 
tumors, and classification. The author shows the 
relationship of carcinogenic hydrocarbons and 
estrogenic substances. In controlled mice experi- 
ments mammary cancer has been produced by 
estrin. It is postulated that estrogenic substances 
may be one of the factors in the complex process 
of neoplasia. 

The section on radiation of tumors gives the 
surgeon fundamental information on this phase of 
tumor treatment. It is not intended to be compre- 
hensive and detailed but sets forth the basic knowl- 
edge of radiotherapy. The biologic effect of the 
gamma rays of radium and of x-rays are given. 
The principles of radio sensitivity are presented 
and the effect of radiation is discussed, both as to 
its action on the tumor and its action on the tumor 
bed. Such information is helpful to a surgeon when 
referring a tumor case to a radiologist for therapy. 

T he problem of peptic ulcer is presented in a 
detailed, thorough manner. Peptic ulcer, espe- 
cially the duodenal type, has increased in frequency. 
Seventy per cent of the chronic ulcers coming to 
operation at the Toronto General Hospital were 
in the duodenum and thirty per cent were in the 
stomach. The surgeon probably sees a special class 
of cases, those having symptoms of obstruction or 
hemorrhage or perforation. At the same hospital 
the autopsy material revealed that the chronic 
ulcers were slightly more frequent in the stomach. 

It seems probable that not more than 5 per cent 
of cancers developed from ulcer. Very much less 
than 5 per cent of ulcer became malignant. Malig- 



Carcinoma of the breast associated with lobular ■j*},g cgHg a medullary carcinoma of the breast; 
hyperplasia. mitotic figure, x 500. 
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nant change in a duodenal ulcer probably never 
occurs. 

Carcinoma of the stomach is classified into two 
chief types on the basis of the malignant cell, the 
cylindrical cell tumors, and the spheroidal cell 
tumors. The cylindrical cell tumor occurs as an 
adenocarcinoma or the cells may be arranged in 
solid masses. The spheroidal cell growths are usual- 
ly diffusely infiltrating. Where the connective tis- 
sue stroma is abundant, the tumor is of the scirrhus 
type. Gelatinous degeneration may occur in either 
the cylindrical or spheroidal cell tumor and so 
called colloid cancer is formed. 

The author considers a classification based on the 
gross appearance more satisfactory for the clinician, 
namely, (i) papillar, (2) ulcerating, and (3) dif- 
fuse infiltrating. He agrees with the dictum of 
MacCarty that if an ulcer has a diameter of more 
than 2 cm. it is likely to be malignant but cautions 
that there are many exceptions. 

The pathology of the breast is devoted mostly to 
a discussion of chronic mastitis and carcinoma. 
The other lesions of the breast are discussed but, 
because of their importance, chronic mastitis and 
carcinoma are covered in greater detail. 

Chronic mastitis the author states “is the root 
and center of all the difficulties in breast pathol- 
ogy.” The condition is known by many various 
names. The author uses chronic mastitis but he 
thinks the term lobular hyperplasia of the breast, 
with its subdivision of localized or generalized, and 
cystic and non-cystic is preferable because it de- 
scribes the basic pathological entity. 

T he author disagrees with the modern tendency 
to regard lobular hyperplasia as a dangerous, 
precancerous condition. To treat such conditions 
radically “reduces the surgeon to the level of a 
mere operator.” The hyperplasia of the breast is 
the result of hormonal stimulation and such stimu- 
lation is considered to be a factor in the produc- 
tion of breast cancer. It is necessary that these 
breasts be examined regularly and in detail. 

There are two factors detailed in the discussion 
of etiology of breast carcinoma. The first factor is 
the retention of irritating secretions in an inade- 
quately drained duct system. Only 8.5 per cent of 


mammary cancer patients give a normal nursing 
history. The second factor is an irregular or ab- 
normal ovarian stimulus. 

Lobular hyperplasia, fibro-adenoma , and carci- 
noma in the breast are contrasted in a manner most 
helpful to the surgeon. “In each of these three con- 
ditions the patient complains of a lump in the breast. 
In chronic mastitis (lobular hyperplasia) there is 
a finely granular induration, often confined to one 
wedge-like section of the breast, which may be 
multiple, and which is only vaguely palpable to 
the palm of the hand. It is not adherent to the skin 
or deep fascia, the nipple is not retracted, and the 
axillary glands when enlarged are small and 
tender. 

“In fibro-adenoma the mass is single or multiple, 
sharply circumscribed, not attached to the skin or 
deep fascia, and the axillary glands are not en- 
larged. 

“In carcinoma the lump is single, hard, not con- 
fined to one sector, neither painful nor tender, 
palpable to the palm of the hand; the nipple may 
be retracted, and the axillary glands considerably 
enlarged but not tender. 

“On section the mass in chronic mastitis is in- 
definite in outline, tough and indiarubbery in con- 
sistency, of a yellow-grey color, and cysts of varying 
size are common. The fibro-adenoma is circum- 
scribed, encapsulated, and easily shelled out, firm, 
white in color, homogenous or finely granular, and 
when incised it feels hard, but neither tough nor 
gritty. Carcinoma is irregular in shape, indefinite 
in oudine, firmly adherent to the surrounding fat, 
densely hard, grey in color but not homogenous 
looking, cuts with a peculiar gritty feel, and ‘can- 
cer juice’ may be scraped from the surface. 

“Carcinoma may arise in a breast already the 
seat of lobular hyperplasia, so that the two condi- 
tions frequently co-exist. It may also be associated 
with fibro-adenoma, but does- not arise from con- 
version of that tumor into a malignant growth.” 

This volume covers practically every organ and 
system which comes under the surgeon’s domain. 
The sections are well illustrated with carefully 
chosen photographs and microphotographs which 
makes for added clarity on the subject under dis- 
cussion. Every surgeon will find that this volume 
will broaden his pathologic horizon. 



What Other Editors Think 

Editorial Evaluations of Current Contributions To Medical Progress 


POTASSIUM IN DIARRHEA 

T he poor results so often obtained hitherto in 
the treatment of infantile diarrhea have been 
due to a false assumption, in the view of Darrow 
and of Govan and Darrow, that the potassium ion 
is retained in the cell while the sodium and chlo- 
ride ions are excluded. These authors suggest that 
many therapeutic failures have resulted from the 
belief that it was necessary to restore the normal 
electrolyte balance only in the extracellular fluids. 

Recent work has shown that certain cell mem- 
branes are permeable to potassium. Darrow and 
Govan aiiempi by somewhat complicated calcula- 
tions to show exactly how much of the body potas- 
sium may be lost in cases of dehydration, quite 
apart from cell destruction. They conclude that in 
the most severe forms of infantile diarrhea as much 
as onc-quarier of the estimated body potassium 
may be lost. With this in mind they have supple- 
mented the usual glucose with potassium chloride. 
They claim that after giving the electrolyte mix- 
ture subcutaneously or intravenously for twenty- 
four hours they arc able subsequently in most 
cases to give it by the oral route. All severely ill 
patients received blood or plasma transfusion. 

The reluctance to administer potassium has been 
largely due to a well-founded distrust of giving an 
ion that is known at limes to have toxic effects. 
Darrow had no deaths due to potassium toxemia, 
hut one patient had heart block, and recovered; 
there were 5 instances of intense erythema in 50 
patients. In 53 cases treated by the old method by 
the authors there were 17 deaths; in another scries 
of 50 receiving potassium chloride in addition there 
were only 3 fatal cases. The groups Avere unfor- 
tunately not collateral and .were admitted over dif- 
ferent periods of the year, so that the observations 
were not strictly controlled. Nevertheless this line 
of therapy would be worth serious consideration. 
British Medical Journal, No. p. 57J. 


BIOPSY OF THE LIVER BY 
NEEDLE PUNCTURE 

T here have recently appeared articles on a 
needling type of biopsy of the liver in whicli 
tiny sausage-shaped bits of tissue are removed for 
section and histologic study. Obviously, if such 
a method is sufliciently safe, it can be very helpful 
in making a diagnosis in cases of a large liver of 
unknown origin, in following the later course of 
cases of infectious hepatitis, and in demonstrating 
the existence of primary carcinoma of the liver. 

Today, even with all the many advances in the 
technic for diagnosing disease in the liver, there 
still remain cases in which it is impossible to say 
just what the lesion is. Sometimes, then, recourse 
is had to surgery and if the surgeon finds only a 
badly diseased liver and no obstruction of the com- 
mon duct, he wishes devoutly that he could have 
spared the patient a largely futile and decidedly 
dangerous operation. Certainly any procedure that 
would lessen the need for these unfortunate opera- 
tions would be welcomed by the gastroenterologist. 

On searching the literature, it was found that the 
making of a biopsy of the liver with anesthesia 
or incision in the abdominal wall is not a new pro- 
cedure. Before the dawn of this century it grew 
out of the well-known technic of needling the 
liver in a search for amebic abscesses, which was 
being used as early as 1835. 

The big advance in technic appears to have been 
made in 1907 by Schupfer, who was a professor 
of medicine in Florence. He devised a needle with 
a sharp cutting edge all around the slightly flaring 
lower end. This knife-like edge cut a little core 
of tissue instead of tearing out pieces. The needle 
was about 8 cm. long with an outside diameter 
from 1.8 to 2 mm., and an inside diameter of from 
1.4 to 1.5 mm. 

In recent years most workers have employed a 
needle somewhat larger than was used at first. The 


141 



142 


POSTGRADUATE MEDICINE 


size of the needle is a compromise between one 
large enough to insure removal of a piece of liver 
adequate for sectioning and one small enough so 
that the danger of hemorrhage will be slight. Prob- 
ably the two needles most often used now are the 
Silverman and the Roth-Turkel. 

One of these instruments consists of an outer can- 
nula with a sharp cutting edge, and an inner longer 
hollow needle split down the center with V-shaped 
cutting points. This inner needle, on introduction, 
tends to grasp a bit of liver tissue so that it can 
the more surely be removed. It seems best to insert 
the needle in front, pointing it upward into the 
liver substance. The patient must hold his breath, 
and it may help to immobilize the liver with the 
hand, granting that it can be felt through the ab- 
dominal wall. The needle is rotated when the 
physician begins to withdraw it. 

Some writers have suggested performing the 
puncture while watching with a peritoneoscope 
passed through the abdominal wall nearby. Care 
must be taken not to push the needle into the liver 
so far that a large vessel can be punctured. 

Dr. F. W, Hoffbauer writes that one of his col- 
leagues, Dr. Varco, has found that with local 
anesthesia he can make a biopsy of the liver 
through a 6 cm. midline incision. Through this 
a piece of liver tissue can be removed and hemor- 
rhage can be controlled by sutures. Hoffbauer be- 
lieves that the amount of discomfort produced by 
this operation is about the same as that produced 
by peritoneoscopy. 

In view of the many favorable results published, 
it would seem that the needle biopsy of the liver 
should be used more often. It certainly should be 
safer than is the type of surgical exploration now 
so often resorted to. 

George E. Brown, ]r., M.D., and Walter C. 
Alvarez, M.D., Gastroenterology, Vol. 8, No. 5, 
May 194J. 

ALL BUT THEE AND ME 

T he implications of an old story are becoming 
confused. It related how everybody was found 
a bit touched mentally, “all but thee and me,” 
with the afterthought that “thee” might not be al- 


together free from taint. In these days when the 
smattering of the terminology of psychology and 
psychiatry is common property the “me” of the 
story is turning the eye of suspicion upon himself 
along with the rest of the world. 

The president and psychiatrist-in-chief of , the 
Neuro-Psychiatric Institute of the Hartford Retreat 
in his annual report to the Board of Directors gave 
voice to a number of observations that should have 
wider publicity than is furnished by his pamphlet. 

The report carries the considered opinion that 
mental illness is being increased instead of decreased 
by the present-day emphasis on psychiatric dis- 
orders. It has become widely accepted that mental 
illness must be attacked like tuberculosis and cancer, 
through a national alertness to early psychiatric 
disorders. The supporters of such a program can 
have given little thought to the inherent differences 
between these two definite diseases of the flesh and 
the variety and degree of the disorders to which 
the mind is subject. Of the effect of overstimulated 
interest in mental disorders, Dr. Burlingame says; 

“Throughout the country, hundreds of thousands 
of persons, satiated with a superficial knowledge 
of the psychological implications of life and liter- 
ally preoccupied with psychiatric terminology, are 
beginning to interpret every trivial thought and 
feeling in psychological terms. Consequently peo- 
ple in all walks of life are being instilled with the 
belief that they need psychiatric attention to save 
their minds if not their souls.” 

This is to say that tc 3 o many of us are interpreting 
our emotions and reactions in terms of mental ab- 
normality. We are not only searching our own 
psyche for the stigmata of mental disorder but we 
are on the lookout for such in the behavior of our 
friends and associates. It was bad enough when we 
fancied our psychiatrist friends were looking us 
over for evidence of a break in our mentalities, but 
to be thus studied by our lay friends is much more 
disconcerting. Again to quote the report: 

“Too many people seem to be so lost in the 
morass of psychological jargon and theories that 
they are seeing psychiatric disorders in perfectly 
normal emotional swings. The popular tendency 
is to concentrate on the psychiatric dangers in or- 
dinary everyday living in terms of ‘That is what 
is wrong with me. It is because of these psychologi- 
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cal factors that I am not happier, or more success- 
ful, or better liked and things are getting worse’ 
and so on and on.” 

The time seems to have come when a campaign 
of assurances by the psychiatric profession is needed 
to combat the surge of apprehension and misunder- 
standing that has swept over our people. This will 
produce more salutary effects than any further 
incitement to witch-hunting, of which our country 
lias had its fill. 

It would seem that those who have taken upon 
themselves the campaign for mental health, so- 
called, have a great responsibility upon their shoul- 
ders. If their aim, the reduction in mental disorders, 
is to be accomplished, it must be by other means 
than psychiatric warnings and admonitions. 

The most concrete suggestion toward the goal 
of mental health is that of child guidance, before 
which there should be parent guidance. The sug- 
gestion is made that there should be parent guid- 
ance centers in which the parents could be taught 
how to produce discipline and teach social respon- 
sibility to their offspring. If children are taught 
self-restraint and conformation to social laws there 
would be made a vast contribution toward a more 
sane and substantial population. 

Military Surgeon, Vol. loi, p. 79; Colonel fames 
M. Phalen, Secretary-Editor. 


EPIDEMIC HEPATITIS 

I NFEcrrous hepatitis and homologous scrum jaun- 
dice are generally regarded as relatively mild 
diseases that are associated .with a low mortality 
rate — about 0.2 per cent. Recovery is usually com- 
plete. Cases do occur, however, in which these in- 
fections are followed by a long-standing disability 
with a. variety of symptoms referable to the liver 
or nervous system, or both. 

Luckc described the pathological findings in the 
livers of 14 cases observed in the Army- after ap- 
parent recovery from epidemic hepatitis. The livers 
jjad become available for e.x^aminatjon as a result of 


fatal accidents or unrelated diseases from one to 
fourteen months after the attack of hepatitis. From 
the study of these livers, Lucke concluded that 
complete restoration of the hepatic parenchyma 
usually occurs in nonfatal cases of hepatitis. Re- 
generation is usually complete provided that the 
destruction is acute and the injury is not continued 
and provided also that the destructive changes in- 
volve only the hepatic cells and not the framework 
or vessels; all this generally holds true in epidemic 
hepatitis. Lucke could find no evidence of perma- 
nent damage to the hepatic parenchyma. 

In Denmark another malignant form of hepatitis 
has been observed in recent years. In the cases that 
were observed there, death occurred several months 
after the onset of acute hepatitis. Reports of cases 
of this type are now available from hospitals in 
Copenhagen. The malignant hepatitis observed in 
Denmark has occurred predominantly in women 
over 45 years of age and has a fatality rate of about 
50 per cent. The duration of illness is usually from 
four to nine months, but both more acute and 
more protracted cases have been observed. Clin- 
ically the cases are characterized by jaundice, re- 
current attacks of pain associated with fever and 
evidence of portal obstruction — that is, edema and 
ascites. There is persistent evidence of impaired 
liver function. The pathological findings are 
largely limited to the liver, in which there is wide- 
spread destruction of liver tissue and, in the rela- 
tively chronic cases, replacement by connective 
tissue. 

The etiology of this form of hepatitis remains 
obscure. On epidemiologic grounds it is believed 
that this type has a different cause from that of 
the usual cases of epidemic hepatitis and that it is 
different from homologous serum jaundice. Indeed, 
the possibility is considered that it may not even 
be an infectious disease, although no alternative 
causes have been suggested. Similarly, no effective 
therapy has been found other than the usual die- 
tary and supportive regimes used in hepatitis. 

The New England Journal of Medicine, Robert 
N. Nye, M.D., Managing Editor, Vol. 2^7, p. ^5. 



New Drugs 

Information published in this department has been supplied by the manufacturers of the products described. 


PENICILLIN VAGINAL SUPPOSITORIES SCHENLEY 
purpose; An active preparation for the topical ad- 
ministration of penicillin to the vagina and cervix. 
composition; Each suppository contains 100,000 units 
of penicillin calcium in a base consisting essentially 
of cocoa butter. 

INDICATIONS FOR USE’. In the treatment of the lower 
genital tract, e.g., vaginitis, caused by, or associated 
with, penicillin-sensitive organisms, exclusive ot the 
gonococcus. 

DOSAGE AND METHOD OF ADMINISTRATION; In the treat- 
ment of infections, i or 2 Penicillin Vaginal Sup- 
positories Schenley should be inserted into the va- 
ginal canal morning and night until the infection is 
controlled and eradicated or until maximum thera- 
peutic effect has been obtained. For prophylactic use 
in surgical procedures, 2 Penicillin Vaginal Sup- 
positories Schenley should be inserted into the va- 
ginal canal the night before and the morning of 
operation. During the postoperative period, t sup- 
pository' should be inserted into the vaginal canal 
morning and night until all danger of infection has 

passed. , 

cautions; In considering the use of other local agents 
in conjunction with Penicillin Vaginal Suppositories 
Schenley, it should be rernembered that the anti- 
bacterial properties of penicillin are adversely af- 
fected by oxidizing agents, acids, alkalies, primary 
alcohols, and heavy metals. 

HOW supplied; Boxes of 6 and boxes of 12 supposi- 
tories. 

producer; Schenley Laboratories, Inc., New lork, 

N. Y. 


PENICILLIN G (POTASSIUM SALT), CRYSTALLINE, 
IN OIL AND WAX, 3 00,000 UNITS 

purpose; Antibiotic therapy. 

description: Sterile suspension of pure crystalline 
penicillin G (potassium salt) in peanut oil and bees- 
wax containing 300,000 units of penicillin per cubic 
centimerer. 

indications for 'use; Mantains effective blood levels 
of penicillin for approximately twentv-four hours. 
The oil and beeswax disappear from the injection 


site in about a month without causing any un- 
toward cellular reaction. For use in the treatment of 
gonococcic, pneumococcic, staphylococcic, and strep- 
tococcic infections. 

dosage: Intramuscular or subcutaneous injection in a 
daily dose of 3,000 units per pound of body weight 
up to 100 pounds. Between 100 and 200 pounds: 
300,000 units. Over 200 pounds: 600,000 units, 

HOW supplied: Sterile, disposable, i cc. cartridge 
syringe. .$4.12. 

producer: The Upjohn Company, Kalamazoo 99, 
Mich. 


PENICILLIN G, CRYSTALLINE (SODIUM SALT), 
BUFFERED, 100,000 UNITS 

purpose: Oral penicillin therapy. 
composition: Each tablet contains: 

Penicillin G Crystalline (sodium salt) . . 100,000 
units. 

Calcium carbonate . . 4 grains. 
indications for use: In treatment of infections caused 
by penicillin-susceptible organisms. 
dosage; One tablet every three hours. 

HOW supplied: Desiccating vial of 12 tablets. .$4.61. 
producer: The Upjohn Company, Kalamazoo 99, 
Mich. 


ENFORBEC 

purpose: To provide therapeutic doses of the water- 
soluble vitamins. 

composition: Each Enforbec tablet contains; 

Thiamine HCl 10 mg. Pyridoxine HCl o.i mg. 

Riboflavin 5 mg. Calcium 

Niacinamide 100 mg. pantothenate 10 mg. 

Ascorbic acid 100 mg. 

Together with natural B complex as derived from 
liver B fraction and yeast. 
description: Enforbec is presented in a hexagonal 
coated tablet of pleasing flavor and odor. 
dosage; Usual dose is r to 3 tablets daily, as deter- 
mined by the physician. 

HOW supplied; In bottles of 100. 

price: 57,50 per bottle, full retail list. 

producer: Harrower Laboratory, Inc., Glendale, Cal. 
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’DELCOS’ PROTEIN — CARBOHYDRATE GRANULES 
purpose; For treatment of protein nutritional defi- 
ciency states. 

composition: Each 100 gm. contains protein (derived 
from milk) 50 gm., and carbohydrate (derived from 
sugar and milk sugar) 30 gm. 

INDICATIONS FOR USE! In treatment of protein nutri- 
tional deficiency states such as may occur in surgery, 
severe burns, infections, convalescence and chronic 
disease, peptic ulcer, ulcerative colitis, pregnancy 
and lactation, nutritional edema, and geriatrics. 
Delcos’ Granules may be added to milk, pudding, 
)unket, gelatin desserts, cereals, fruit juices, fresh 
fruits, ground meats, salads, waffle batter, ice cream 
or similar dishes. 

HOW supplied: In r-lb. and 5-lb. packages. 
producer: Sharp Sc Dohme, Inc., Philadelphia, Pa. 


NEOCURTASAL 

purpose: For use in a saltless diet. 
description: Odorless, white, crystalline, somewhat 
hygroscopic powder, consisting of potassium chlor- 
iJe, ammonium chloride, potassium formate, cal- 
cium formate, magnesium citrate, and starch. 
INDICATIONS FOR USE: As a Salt substitute in all diets 
in which sodium intake is restricted; c.g., cardiac 
and renal disease, hypertension, arteriosclerosis, 
certain complications of pregnancy, insomnia and 
other tension states, some types of dermatitis, and 
for the Gerson diet in tuberculosis. It should be 
used in approximately the same amount as tabic 
salt. It may be added to dough before baking and 
other foods before cooking, except when prolonged 
boiling is necessary. Then it should be added when 
the food is ready to be served. 
dosage: Used for seasoning in approximately the same 
amounts as wblc salt. If table salt is not completely 
withdrawn from the diet, it may be mixed with 
Ncocuriasal in any desired proportions. 

HOW supplied: Salt shaker of a oz. and bottle of 8 oz. 
producer: Winthrop Chemical Company, Inc., New 
York, N. Y. 


SOLUTION TUBOCURARINE CHLORIDE 
purpose: To provide muscular relaxation by an in- 
terruption of nervous impulses to skeletal muscle 
ar the myoneural junction. 


composition: A sterile isotonic aqueous solution of 
d-tubocurarine chloride crystals standardized by 
weight to contain the equivalent of a.7 mg. of the 
anhydrous salt or 3 mg. of the crystalline pentahy- 
dratc in r cc. of solution. When assayed by the rab- 
bit “Head-Drop Crossover” test, each cc. is equiva- 
lent to 20 units of Intocostrin. (Intocostrin — Squibb 
purified extract of Curare in aqueous diluent). 
description: A clear, colorless solution. 

INDICATIONS FOR USE: To sccurc muscular relaxation 
in surgery; to soften convulsions in shock treatment 
of mental disease; for the relief of spastic and athe- 
toid states; for its relaxing effect in carrying out cer- 
tain manipulative procedures; as a diagnostic agent 
in my.isihenia gravis. 

DOSAGE AND ADMINISTRATION: In ancsthcsia: 40-60 units 
(20 units for ether anesthesia) by intravenous route, 
followed by repeated smaller injections, if necessary. 
In shock to soften convulsions; unit per pound 
of body weight, administered intravenously. Total 
initial dose 20 units less than computed on this 
basis as caution is advisable until individual reac- 
tion to drug is determined. In spastic and athetoid 
states: intramuscularly to ^ unit per pound 
of body weight administered once, twice or thrice 
a day. In manipulative procedures: as in shock 
therapy or somewhat less. In diagnosis of myas- 
thenia gravis; 1/15 to 1/5 of average adult shock 
therapy dose, intravenously. 

Administered as a uniformly sustained injection 
over a period of from 30 to 60 seconds, if given by 
intravenous route. The intramuscular route may 
be used in patients with difficult veins but curari- 
zation develops much more slowly. 
cautions: Overdosage results in temporary respiratory 
paralysis .and should be avoided. In the event of 
accidental overdosage, prosiigmine methyl sulfate 
is an effective antidote, i to 2 cc. of a 1:2000 dilu- 
tion may be given intravenously and repeated if 
necessary. If the overdosage of curare is great, a 
large single dose of prosiigmine may he dangerous 
because it may produce central nervous system de- 
pression; moreover, large doses of prosiigmine and 
of curare may cause vasodepression. If respiratory 
paralysis should occur, prompt and effective artifi- 
cial respiration with an assured free airway may \k 
expected to carr)’ patient through period of depres- 
sion, Solution Tubocurarine Chloride is contraindi- 
cated in myasthenia gravis; although it serves as a 
diagnostic agent when administered in very jmall 
amounts (sec dosage). 

HOW supplied: A sterile isotonic aqueous solution sup- 
plied in 10 cc. rubber-capped vials, each cc. contain- 
ing an amount of crystalline alkaloid equivalent to 
20 units of Intocostrin. 

UST price; 10 cc. vial, $2.92. 

producer: E. R. Squibb & Sons; New York, N. Y. 



POSTGRADUATE COURSES 

Selected Postgraduate Continuation Courses for Practicing Physicians — September 1, 1947 to January 15, 1948 


Institution 

DIABETES 

Title of Course 

Schedule of Course 

New England Deaconess Hospital, 15 

Diabetes in Relation to General 

5 days, full time, Oct. 6-11, 1947 

Deaconess Road, Boston 15 

Medicine 


New York Postgraduate Medical 

Diabetes Mellitus, Nephritis and 

3 days, full time, Oct. 27-31, 

School, 503 E. 20th St., New York 3 

Hypertension 

1947 . 


ELECTROCARDIOGRAPHY 

University of Michigan Medical 

Electrocardiographic Diagnosis 

I week, full time, Nov. 10-15, 

School, 1313 E. .'^nn St., Ann Arbor 


1947 

Columbia University College of Physi- 

Intensive Course in Elementary 

1 week, full time. Sept. 29- 

cians and Surgeons, 630 W. 168th 

Electrocardiography 

Oct. 4, 1947 

St., New York 32 



New York Postgraduate Medical 

Electrocardiography 

5 days, full time, Oct. 6-10, 1947 

School, 303 E. 20th St., New York 3 

ELECTROENCEPHALOG 

RAPHY 

University of Illinois College of Medi- 

Electroencephalography for Doc- 

2 months, full time, arranged — 

cine, 912 S. Wood St., Chicago 

tors 

probably will be started Sept. 

University of Texas Medical Branch, 

Electroencephalography 

15, 1947 

Arranged 

912 Avenue B, Galveston 




ENDOCRINOLOGY 


New Y'ork Academy of Medicine, 2 
E. 103rd St., New York 29 

At; .Academy and Local Hospitals 

Disorders of Metabolism and the 
Endocrine Glands 

2 weeks, full time, October 6-17, 

1947 

New Y’ork Medical College, Flower 
and Fifth Ave. Hospitals, 20 E. 
io6th St., New York 

Endocrinology 

3 weeks, full time, Dec. 1947 


ENDOSCOPY 


.American Broncho - Esophagological 

Assn., 700 N. Michigan Ave'., Chi- 
cago 

Broncho-Esophagology and Laryn- 
geal Surgery 

2 weeks, full time. Sept. 15-28, 

1947 

University of Illinois College of Medi- 
cine, 912 S. Wood St., Chicago 

Special Course in Broncho- 
Esophagology 

2 weeks, full time, . Nov. 1947 
(Tentative) 

New Y'ork University College of Medi- 
cine, 477 First Ave., New Y'ork 16 
-Yt: New York Eye and Ear Infirmary 

Broncho-Esophagology'^ 

12 days, full time, Nov. 1947 

Temple University School of Medi- 
cine. 3400 N. Broad St., Philadel- 
phia 

At: Temple University Hospital 

Broncho-Esophagology 

2 weeks, full time, arranged 

University of Pennsylvania Graduate 
School of Medicine, 237 Medical 
Laboratories, Philadelphia 4 

At: Affiliated Institutions 

Broncho-Esophagology, Gastrosco- 
py and Laryngeal Surgery 

FRACTURES 

2 weeks, full time, arranged 

New Y'ork Medical College, Flower 
and Fifth Avenue Hospitals, 20 E. 
to6th St., New Y^ork 

Fractures and Allied Trauma 

• ' 

I month, full time, Fall 1947 


Registration Fee 
and/or Tuition 

20.00 

55.00 

50.00 

60.00 

55.00 . 

200.00 

Not Given 

5.00 

150.00 

150.00 

150.00 

250.00 

250.00 

250.00 

150.00 
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POSTGRADUATE COURSES 

Stltcted Postgraduate Contimation Courses for Practicing Pbjstcians — September 1, 1947 to January 15, l9iS 


GASTROENTEROLOGY 


Institution 

Title of Course 

Schedule of Course 

University of Southern California, 
School of Medicine, 1200 N. State 
St., Los Angeles 33 

At; Los Angeles County Hospital 

Gastroenterology (Course 744) 

12 months, full time. Sept. 15, 

1947 

Cook County Graduate School of Medi- 
cine, 427 S. Honore St., Chicago 

Personal Course in Gastroscopy 
and Gastroenterology 

2 weeks, full time, Sept. 22, t947 

Columbia Universitj’ College of Physi- 
cians and Surgeons, 630 W. i68th 
St., New York 32 

At: Mount Sinai Hospital 

Surgery of the Gastro-Intcstinal 
Tract 

Surgery of the Gastro-Intcstinal 
Tract 

4 weeks, full time, Oct. 20-Nov. 
14, 1947 

4 weeks, full lime. Jan. 5-30, 
1948 

New York Medical College, Flower 
and Fifth Avenue Hospitals, 20 E. 
106th St., New York 

Gastroenterology 

3 weeks, full time, Dec. 1947 

New York Polj-clinic Afcdical School 
and Hospital, 341-353 W. Soih St., 
New York 

Clinical GastroenteroJogy 

6 weeks, Oct. 1, 1947-Jan. 2, 
1948 

New York Postgraduate Medial 
School, 303 E. 20ih St,, New York 3 

Gastroenterology 

10 days, full time, Oct. 13*24, 
>947 

University of Oregon MetliaJ School, 
Portland 

C.istro-In(cs(iA3l Diseases 

5 days, full time, Dec. 1-5, 1947 

University of Pennsylvania Graduate 
School of Medicine, 237 Medical 
Laboratories, Philadelphia 4 

At; Graduate Hospital 

Clinical Gastroenterology' 

t6 weeks, full time, arranged 


HEMATOLOGY 


University of Pennsylvania Graduate 
School of Medicine, 237 Medical 
Lalwratorics, Philadelphia 4 

At: Bryn Mawr Hospital 

Clinical and Laboratory Hematol- 
ogy 

Clinical and Laboratory Hematol- 
ogy 

6 weeks, full lime, Oct. », 1947 

6 weeks, full lime, Dec. i, 1947 


MALIGNANT DISEASES 

University of Kansas School of Medi- 
cine, 39tli St. and Rainbow Blvd., 
Kansas City 3 

Radiology and Cancer 

3 days, Jan. 19-31, 1948 

University of Oregon hfedical Sch<x)l, 
3181 S.W. Marquam Hill Road, 
Portland 1 

Diagnosis and Treatment of 
Malignant Growths 

4 days, full time. Sept. 22-25, 
>947 

Tennessee State Medial Association, 
Postgraduate Gimmittee, 4 Univer- 
sity Center Bldg., Memphis. 

At; County scat towns and centers 

Cancer Instruction, with Empha- 
sis Ufvsn Diagnosis. For the 
General Medical Profession 

10 weeks, 1947-1948 


OillcRc of Alabarna, 620 
2oih St., HirminKliam 5 
At: nirminpbam 
At: Mobile 


MEDICINE, GENERAL 


Medicine. Surgery, Gynecology 

3 days, full lime, Oct. 1947 

and Obstetrics 

(Tentative) 

Medicine. Surgery, Gynecology 

3 da\s, full time, Oa, 1947 

and Obstetrics 

(Tentative) 

Postgraduate Program 

All year 


Regiftration Fee 
and/or Tuition 

1 , 000.00 

200.00 

150.00 

1 50.00 

roo.oo 

50.00 

100.00 

50.00 

400.00 

200.00 

200.00 

15.00 

35.00 

10.00 

None 

None 


Cnlifornia Medical Astocbtlnn, 
Sutter St., San Francisco 
At: Leading cities in California 


450 


None 




POSTGRADUATE COURSES 

StUcted Postff’aduati Continuation Courses for Practicing Physicians — September 1, 1947 to January 15, 1948 


MEDICINE — Continued 


Institution 

University of Southern California 
School of Medicine, 1200 N. State 
St., Los Angeles 33 
At; Los Angeles County Hospital 


Connecticut State Medical Society, 258 
Church St., New Haven, Conn., and 
Yale University School of Medicine, 
333 Cedar St., New Haven, Conn. 

Emory University School of Medicine, 
50 Armstrong St., Atlanta, Ga. 


Cook County Graduate School of Medi- 
cine, 427 S. Honore St., Chicago 

Mississippi Valley Medical Society, 
Quincy, Illinois 
At: Burlington, Iowa 

State University of Iowa School of 
Medicine, Iowa City 
At: Iowa City 


Kentuckv State Medical Association, 
620 s'. Third St., Louisville 2, Ky. 
At: University of Louisville School 
of Medicine 

Massachusetts Medical Society, 8 The 
Fenway, Boston 
At; Copley Plaza Hotel 
At; Throughout Mass. 

University of Michigan Medical 
School, Wayne University College 
of Medicine, Michigan Dept, of 
Healtli and Michigan State Medi- 
cal Society, Ann Arbor 
At; Battle Creek — Kalamazoo 
At: B;ty City 

University of Michigan Medical School, 
Wayne University College of Medi- 
cine, Michigan Dept, of Health, 
Michigan State Medical Society 
At: Flint 
At: Grand Rapids 
At: Houghton 
At; Ironwood 
At; Jackson — Lansing 
At: Marquette 
At; Powers 
At; Saginaw 
.‘\t: Traverse City 
At: Upper Peninsula 


Title of Course 

Schedule of Course 

Internal Medicine (Course 730) 

12 weeks, full time, Sept. 15, 

Internal Medicine (Course 730) 

1948 

12 weeks, full time, Jan. 5, 1948 

Internal Medicine (Course 731) 

9 months, full time, Jan. 5, 1948 

Connecticut Clinical Congress 

3 days, full time, Sept. 1947 

General Internal Medicine 

Arranged, full time 

2 Weeks’ Course in Internal 

2 weeks, full time, Oct. 6, 1947 

Medicine 

Practical Papers tor General 

3 days, full time, Oct. 1-3, 1947 

Practitioners 

Medicine General 

5 days, full time. Sept. 22-26, 

Medicine General 

1947 

5 days, full time, Oct. 27-31, 

Medicine General 

1947 

5 days, full time, Nov. 24-28, 

Informal Refresher Course 

1947 

Arranged, full time 

Refresher Course in Medicine 

6 weeks, continuously 

New England Postgraduate As- 

3 days, Oct. 29-31, 1947 

sembly 

Postgraduate Extension Course 

8 months, Oct. 1947-May 1948 

Practitioners’ Course 

2 days. Fall 1947 

Practitioners’ Course 

2 days. Fall 1947 

Practitioners’ Course 

2 days, Fall J947 

Practitioners’ Course 

2 days. Fall 1947 

Practitioners’ Course 

2 days. Fall 1947 

Practitioners’ Course 

2 days. Fall 1947 

Practitioners’ Course 

2 days. Fall 1947 

Practitioners’ Course 

2 days. Fall 1947 

Practitioners’ Course 

2 days. Fall 1947 

Practitioners' Course 

2 days. Fall 1947 

Practitioners’ Course 

2 days. Fall 1947 

Practitioners' Course 

2 days. Fall 1947 

Practitioners’ Course 

2 days, Fall 1947 


Registration Fee 
and/or Tuition 

250.00 


250.00 

750.00 

members 

3.00 

non-merhbers 

5.00 

per qtr. 

125.00 
per week 

12.00 

75.00 
None 


None 

None 

None 

None 

None 


regis. 

3.00 

None 

None 


None 

None 


None 

None 

None 

None 

None 

None 

None 

None 

None 

None 
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POSTGRADUATE COURSES 

Selected Peitgraduate Continuation Couriei for Practicing Tbyricians — September I, 1947 to January 15, 194S 


MEDICINE — Continued 


Institution 

Title of Course 

Schedule of Course 

American Congress of Physical Merli- 
cinc, 30 N. Michigan Asc., Chica- 
fio 2 

At: Radisson Hotel, Minneapolis 

Instruction Seminar 

4 days, Sept. 2-5, 1947 

Kansas City Southwest Clinical Soc., 
630 Shukcri Bldg., Kansas City, Mo. 

Annual Fall Clinical Conference 

4 days, full time, Oct. 6-9, 1947 

Interstate Postgraduate Medical Assn., 
lO N. Carroll St., Madison, Wis. 

International Medical Assembly— 
A Postgraduate School 

4 days, full time, Oct. 14-17, 1947 

Omaha Mid-West Clinical Society, 
Omaha, Neb. 

At: Hotel Paxton 

Fifteenth Annual Assembly 

5 days, Oct. 27-31. 1947 

University of Nebraska College of 
Medicine, 42nd St. & Dewey Avc., 
Omaha 

General Refresher Course 

44 hours per week. Sept., Oct.. 
Nov., Dec., 1947 

Columbia University College of Physi- 
cians and Surgeons, 630 W. 168th 
St., New York 3a 

Als Mount Sinai Hospital 

Symposium of Internal Medicine 

8 vvreks, full lime, Oct. 6-Dec. 6, 

1947 

American College of Surgeons, 40 E. 

Erie St., Chicago 

At: New York 

Thirty-Third Clinical Congress 

5 days, Sept. 8-12, J947 

Cornell University Medical College, 
1300 York Ave., Ne«' York ar 

At: Bellevue Hospital 

Graduate Course in Internal 
Medicine 

6 months, full time continuously. 
1st of each month 

New York Polyclinic Medical School 
and Hospital, 341-353 W. 50th St., 
New York 

Course for General Practitioners 
Course for General Practitioners 

6 vveeks. arranged 

3 months, arranged 

New York Medical College, Flower 
.and Fifth Avc. Hospitals, 20 E. 
io6th St., New York 

Internal Medicine 

I month, full time, monthly 

New York Postgraduate Medical 
School, 303 E, 2oih St., New York 3 

Review of Internal MctUcinc 

Seminar in Internal Medicine 

J3 vveeks, full time, Sept. a3-Dcc. 
*3, 1947 

2 months, full lime, Jan. 5-Fcb. 

27, 1947 

New York University College of Medi- 
cine. 477 First Ave., New York 16 
At: Lenox Hill Hospital 

Gcncr.al Review for General Prac- 
titioners 

8 weeks, full lime, Fall 1947 

Duke University School of Medicine, 
Durham, N. C. 

General Medicine 

Mevlicine 

t-2 weeks or longer, full time, 
arranged 

3 months or longer, full time, 
arranged 

American College of Surgeons, 40 E. 
F.ric St., Chicago 

At: Cleveland Public Auditorium, 
Cleveland, Ohio 

Thirty-Second Clinical Congress 

5 days, December, 16-20, 1947 


Registration Fee 
and/or Tuition 

I Jfcturc 

2.00 

10 lectures 

15.00 

15.00 


refits. 

5.00 

regis. 

5.00 


25.00 


350.00 


5.00* 

Non-members 

10^0 

6 mo. 

300.00 
2 wks. 

50.00 

100.00* 

200.00* 


150.00 


400.00 

12 weeks 

150.00 
8 svecks 

100.00 
4 svecks 

50.00 

Vets. 

125.00 
non-Vcis. 

1 50.00 

per mo. 

50.00 
per mo. 

50.00 

Fellows 

None 

Non-members 

10.00 




POSTGRADUATE COURSES 


Selected Postgraduate Continuation Courses for Practicing Physicians — September 1, 1947 to January 13, 


Institution 

Oklahoma City Clinical Society, 512 
Medical Arts Bldg., Oklahoma City 

At; Biltmore Hotel 

University o£ Pennsylvania Graduate 
School of Medicine, 237 Medical 
Laboratories, Philadelphia 4 

At: Graduate Hospital . 

Piedmont Postgraduate Clinical Assem- 
bly, 209 N. Main St., Anderson, 
S.C. 

Alumni Association, Medical College 
of the State of South Carolina, 16 
Lucas St., Charleston 

Vanderbilt University School of Medi- 
cine, Nashville 4, Tennessee 

University of Vermont College of 
Medicine, Pearl St., College Park, 
Burlington 

Washington State Medical Association, 
Seattle 

University of Wisconsin Medical 
School, 418 N. Randall St., Madison 

At: Wisconsin General Hospital 


University of California Medical 
School, San Francisco 22 


American College of Physicians, 4200 
Pine St., Philadelphia 
At: Colorado Psychopathic Hospital, 
Denver 

Catholic Univercity of America Dept, 
of Psychology and Psychiatry, 
Washington, D. C. 

At: St. Elizabeth’s Hospital 


Catholic University of America Dept, 
of Psychology and Psychiatry, 
Washington, D. C. 


MEDICINE — Continued 


Title of Course 

Oklahoma City Clinical Society 
Annual Fall Clinical Confer- 
ence 

Segmental Neuralgias, Relief by 
Regional Anesthesias 


Piedmont Postgraduate Clinical 
Assembly 

Alumni Postgraduate Seminar 


Medicine 


General Practice; Internal Medi- 
cine; Surgery 


Internal Medicine 


Course for Specialists in Inter- 
nal Medicine^ 

Observation Course in Medical 
and Clinical Subjects 


Schedule of Course 
4 days, Oct. 27-30,' 1947 

3 weeks full time, Oct. 1947- 
May 1948 

I day (including night) Sept. 

15, 1947 

3 days, full time, Nov. 4-6, 1947 

1-3 months, Oct. 1947 

1- 9 rhonths, tst of any month 
to Jan. 1948 

4 weeks. Sept. 1-27, 1947 

2- 6 months, arranged 
1-5 months, arranged 


Postgraduate Course in Psychia- 
try 

Psychiatry and Neurology 
Psychosomatic Medicine 


Psychiatric Conferences 
Group Psychotherapy 
Individual Psychotherapy 


Psj’chiatry-Case Seminar in Psy- 
chotherapy 

Introduction to Psychiatry 
Clinical Psychiatry 
Psychopathology 

Neurology, _ Neuropathology and 
Ncuroroentgenology 
Seminar in Clinical Psychology 
and Psychotherapy 


weeks, full time, Sept. 8 
Nov. 28, 1947 
3 months. Sept. 1947 

2 weeks. Sept. 15-27, 1947 

2 semesters, Sept. 1947 
2 semesters. Sept. 1947 
2 semesters, Sept. 1947 

2 semesters. Sept. 1947 

1 semester. Sept. 1947 , 

2 semesters. Sept. 1947 
2 semesters, Sept. 1947 
2 semesters. Sept. 1947 
I semester. Sept. 1947 


NEUROLOGY AND PSYCHIATRY 

12 


194S 


Registration Fee 
and/or Tuition 

15.00® 


monthly 

200.00 


15.00 


15.00 


3 mos. 
166.66 

per yr. 
500.00 
or pro rated 

Not given 


per mo. 
100.00 
per mo. 
too.oo 


,200.00 
200.00 
Not given 


per yr. 
20.00 
per yr. 
20.00 
per yr. 
20.00 

per sem. 

20.00 
per sem. 

10.00 
per sem. 

20.00 
per sem. 

10.00 
per sem. 

20.00 
20.00 
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POSTGRADUATE COURSES 

Selected Pcstf^raduate Centinuathn Courses far Pracficing Pbytkiarts — September 1, 1947 to Janieary H, 294S 


NEUROLOGY AND PSYCHIATRY— Con/injifJ 


Institution 

Title of Course 

Schedule of Course 

Columbia University College of Physi- 
cians and Surgeons, 630 W. i68ih 
St., New York 32 

At: Columbia Presbyterian Medical 
Center 

At: Mount Sinai Hospital 

Symposium on Neurology and 
Psychiatry 

Advanced Neurology 

Advanced Neurology 

Clinical Electroencephalography 
and Electromyography 

Recent Advance in Neurology 
and Psychiatry 

p weeks, full time, 

October 6-Dcc, 12, 1947 

13 weeks, full time 

Jan. 5-April 2, 1948 

13 weeks, full time 

Oct. 6-Dcc. 30, 1947 

3 months, full time, between 
Oct, I, 1947 and Mar. 31, 1948 

5 days, full time. Dec. 8-12, 1947 

New York Medical College, Flower 
and Fifth Avenue Hospitals, 20 E. 

1 06th St., New York 

Neurology 

3 Year Comprehensive Course in 
Psychoanalvsis 

1 month, full time arranged 

3 years Oct. 1947 

New York State Department of 
Hcaltli, 76 State St., Albany 7 

At: School for Corrective Motor Edu- 
cation, East Hampton, L. I. 

Ats Neurological Institute, New York 

At: Neuro-Psychologic Rehabilitation 
institute, Philadelphia, Pa, 

Special Phases in Diagnosis, Eval- 
uation, Treatment and Train- 
ing of Cerebral Palsy Patients 

Special Phases in Diagnosis Eval- 
uation, Treatment and Train- 
ing of Cerebral Palsy Patients 
Special Phases in Diagnosis Eval- 
uation. Tfcatmcm and Train- 
ing of Cerebral Palsy Patients 

Minimum 2 weeks, arranged 

Minimum 2 weeks, arranged 

Minimum 2 weeks, arranged 

New York Postgraduate Medical 
School, 303 E. 20th St., New York 3 

Neurological and Psychiatric 
Diagnosis and Treatment in 
General Praedee 

2 weeks, full lime, Dec. 8-20, 
>947 

New York University College of 
Medicine, 477 First Ave., New 
York 16 

At: Bellevue Hospital 

Psychiatry and Neurology 

8 weeks, full lime, Sept. 15, 1947 

Duke University School of Medicine, 
Durham, N. C. 

Neuropsychiatry 

Neurosurgery 

3 months or longer, full time, 
arranged 

3 months or longer, full time, 
arranged 

University of Pennsylvania Graduate 
School of Medicine, 237 Medical 
Laboratories. Philadelphia 4 

At: Affiliated Institutions 

Neurology, Psychiatry (Basic 
Studies) 

Clinicobiologic Neurology and 
Psychiatry 

8 months, full time, Oct. 1947- 
May 1948 

10 weeks, full lime 


NEUROSURGERY 


University of Wisconsin Medical 
School, 418 N. Randall St., Madison 

Neurosurgery for Specialists’ 

2-6 months, arranged | 


OBSTETRICS AND GYNECOLOGY 

Alabama State Health Dept, and Jef- 
ferson County Health Dept., Birm- 
ingham 

At: Slossfield Maternity Center 

Refresher Course in Obstetrics 
and Gynecology 

Institute of Negro Physidans 
(Obstetrics) 

3 days, September 1947 

3 days, full time, Sept. 1947 

University of Southern California 
School of Medicine, 1200 N. State 
St., Los Angeles 33 

At: Los Angeles County Hospital 

Obstetrics and Gynca>logj* 
(Course 753) 

2 weeks, full lime, Oct. 1947 


Registration Fee 
and/or ItiitioTi 

250.00 

150.00 

150.00 

150.00 

60.00 

200.00 

30.00 

None” 

None^ 

None’ 

100.00 

250.00 

per mo. 

50.00 
per mo. 

50.00 

800.00 

300.00 


per mo. 

100.00 

15.00 

15.00 

100.00 
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POSTGRADUATE COURSES 

Silfctid Postgraduate Continuation Courses for Practicing Physicians — Septemher 1, 1947 to January 15, 1948 


OBSTETRICS AND GYNECOLOGY — Continued 



1 


Registration fee 

Institution 

Title 0 ] Course 

Schedule of Course 

and/or Tuition 

University o£ California Medical 

Obstetrics and Gynecology 

5 days, full time. Sept. 1-5, 1947 

35.00 

School, San Francisco 22 

At: University of California Medical 
Center 




Cook County Graduate School of Medi- 

Obstetrics 

2 weeks, full time. Sept. 8, 1947 

150.00 

cine, 427 S, Honore St., Chicago 

Operative and Office Gynecology 

2 weeks, full time. Sept. 22, 1947 

150.00 

University of Maryland School of 
Medicine, Lombard and Greene St., 

Review of Gynecology, Oncology 
and Female Urology ! 

10 weeks, full time, arranged 

125.00 

Baltimore 

Review Obstetrics and Gynecology 

6 weeks, full time, arranged 

150.00 

Columbia University College of Physi- 
cians and Surgeons, 630 \V. t68th 

Observation Course in Obstetrics 

I month, full time, ist of every 
month 

100.00 

St., New York 32 




New York Polj'clinic Medical School 
and Hospital, 341-353 W. 50th St., 

Combined Obstetrics and Gyne- 
cology 

2 months, full time, Oct. i, 1947 

250.00 

New York 




New York Postgraduate Medical 
School, 303 E. 20th St., New Y’ork 3 

Seminar in Gynecology 

2 months, full time, Oct. i-Nov. 
29, 1947 

300.00 

Duke University School of Medicine, 
Durham, N. C. 

[ Obstetrics and Gynecology 

3 months or longer, full time, 
arranged 

per mo. 
50.00 

University of Oregon Med. School, 
3181 S.W. Marquam Hill Road, 

Gynecology 

5 days, full time, Oct. 27-31, 

1947 

50.00 

Portland 1 




Hahnemann Medical College and 
Hospital of Philadelphia, 235 N. 

Obstetrics 

2 months, full time, July 1, 1947- 
]an. 15, 1948 

200.00 

J5th St., Philadelphia 





OPHTHALMOLOGY 


University of Southern California 1 
School of Medicine, 1200 N. State 

Basic Ophthalmology ! 

(Course 852) 

4 months, full time, Oct. 1947 

600.00 

St,, Los Angeles 

At: Los Angeles County Hospital 



University of California Medical 
School, San Francisco 22 

Postgraduate Course in Oph- 
thalmology 

5 days, full time. Sept. 15-19, 
’947 

60.00 

At: Medical Center 




Children’s Memorial Hospital, 707 
Fullerton Ave., Chicago 14 

Postgraduate conference in Neu- 
romuscular Anomalies of the 
Eyes 

I week, second week in No- 
vember, 1947 

50.00 

New Y’ork Postgraduate Medical 
School, 303 E. 20th St., New York 3 

Anomalies of the Ocular Muscles 
(Restricted to Ophthalmolo- 
gists)’^ 

5 days, full time, Oct. 27-31, 

1947 

75.00 


Differential Diagnosis with the 
Slit Lamp (Restricted to 
Ophthalmologists) 

5 days, part time, Nov. 10-14, 

1947 

50.00 


Motor Anomalies of the Eye (Re- 
stricted to Ophthalmologists)’ 

6 days, full time, Oct. 20-25, 

1947 

100.00 

New Y'ork Postgraduate Medical 
School, 303 E. 20th St., New Y’ork 3 

Surgery of the Eye’ (Restricted 
to Ophthalmologists) 

6 days, full time, Nov. 3-8, 1947 

100.00 
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POSTGRADUATE COURSES 


SeJecttJ Testgraduate Continuation Counts for Pracskm^ Physicians— September J, to January 15 , 194 S 


OPHTHALMOLOGY — Continued 


Institution 

1 Title of Course j 

Schedule of Course 

New York University, 477 First Ave., 
New York t6 

At: New York Eye and Ear Infirmary 

: Allergy of the Eyes and Upper ] 
Respiratory Traa* 

12 lectures and 13 clinic sessions, 
arranged 

University of Rochester School of 
Medicine and Dentistry, Crittenden 
Blvd., Rochester, N. Y. 

Ophthalmology 

days, full time, July 38-31, 
*947 

Duke University School of Medicine, 
Durham, N. C. 

Ophthalmology 

3 months or longer, full time, 
arranged 

Cleveland Clinic, Euclid Ave. at E. 
93rd St., Cleveland 6 

Diseases of Eye, Ear, Nose and 
Throat 

3 days, first week in Dec. 1947 

Virginia Society of Ophthalmology & 
Otolaryngology, University Station, 
Charlottesville 

At: Medical College of Virginia, Rich- 
mond 

Postgraduate Course in Ophthal- 
mology and Otolaryngology 

4 days, Dec. 1947 


ORTHOPEDIC SURGERY 


State University of Iowa School of 
Medicine, Iowa City 


Orthopedic Surgery 


to months, full time, Sept, i, 
S547.1uly I, 1948 


New York Postgraduate Medical 
School, 303 E. 30 th St., New York 3 


Orthopedics in General Practice C days, full time, Nov. 3-8, 1947 
Seminar in Orthopedic Surgery* 10 days, full time, Jan. 5'i6, 1947 
(Restricterl to Surgeons) 


Duke University School of Medicine, 
Durham, N. C. 


Orthopedic Surgery 


8 months or longer, full time, 
arranged 


OTOLARYNGOLOGY 


Columbia University College of Physi- 
cians and Surgeons, 630 Vi. i68th 
St,, New York 

Otolaryngology 

3-6 months, full time, first day 
of any month 

New York Postgraduate Medical 
School, 303 E. 20th St., New York 3 

Symposium on Otolaryngology 
(Rcsuicicd to Otolaryngolo- 
gists)* 

2 weeks, full lime, Nov. 10-23. 
1947 

Duke University School of Medicine, 
Durham, N, C. 

Otolaryngology 

3 months or longer, full lime, 
arranged 

Virginia Society of Ophthalmology and 
Otolaryngology University St.ntion, 
Charlottesville 

At: Medical College of Virginia, 
Richmond 

Postgraduate Course in Ophthal- 
mology and Otolaryngology 

4 days, Dec. 1947 


OTOLOGY 


New York Polyclinic Medical School 
and Hospital, 341-353 W. 50ih St., 
Ncu’ York 

Advanced Otology 

Arranged 


OTORHINOLARYNGOLOGY 

University of California Medical 
School, San Francisco 22 

At: Medical Center 

Postgraduate Course in Otorhino- 
laryngology 

$ days, 'full time, Sept. 8-13. 

1947 

Cleveland Clinic, Euclid Ave. at E. 
93rd St., Cleveland 6, Ohio 

Diseases 'of Eye. Ear, Nose and 
Throat C»^ur>e 

3 days, first week in Dec. 1947 


Registration Fee 
and/or Tuition 

100.00 


40.00 


per mo. 
50.00 

Not given 


full course 
35.00 
part 
J5.00 


300.00 


60.00 

135,00’ 


per mo. 
50.00 


150.00 


150.00 


per mo. 

50.00 

full course 

35.00 
part 

15.00 


60.00 


Nf)t given 
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POSTGRADUATE COURSES 


Select id Postgraduate Continuation Courses for Practicing Physicians — September 1, 1947 to January 15, 19 4S 



PATHOLOGY 


Registration Fee 

Institution 

Title of Course 

Schedule of Course 

and/or Tuition 

Cook County Graduate School of Medi- 

t Month Course Surgical Path- 

I month, full time, every month 

250.00 

cine, 427 S. Honore St., Chicago 

ology 

U-Maryiand School of Medicine, Lom- 

Neuropathology^ 

6 months, full time, arranged 

210.00 

bard and Greene Sts., Baltimore 



Duke University School of Medicine, 

Pathology 

3 months or longer, full time. 

per mo. 

Durham, N. C. 


arranged 

50.00 


Pathological Research 

3 months or longer, full time. 

per mo. 



arranged 

50.00 


Gross and Microscopic Confer- 

3 months or longer, full time. 

per mo. 


ences on Surgical Pathology 

arranged 

50.00 


Systematic Review of General 

3 months or longer, full time. 

per mo. 


and Surgical Pathology 

arranged 

50.00 


Staff Appointment in Pathology 

3 months or longer, full time. 

per mo. 



arranged 

50.00 

University of Texas Medical Branch, 

Surgical Pathology 

Arranged 

Not given 

9t2 Avc. B, Galveston 

1 

PEDIATRICS 


1 

Cook County Graduate School of Medi- ] 

Clinical Course in Pediatrics j 

2 weeks or i month, full time. 

2 wks. 

cine, 427 S. Honore St., Chicago 

1 

every two weeks 

60.00 

I mo. 

100.00 

University of Minnesota Medical 

Pediatrics 

6 weeks, full time, arranged 

Arranged 

School, Minneapolis 14 | 


New York Medical College, Flower and 

Clinical Pediatrics 

1-9 months, all year 

1 mo. 

Fifth Ave. Hospitals, 20 E. to6th 


150.00 

St., New York 



3 mo. 




250.00 

6 mo. 




450.00 

9 mo. 



4 weeks, part time, arranged 

650.00 

Not given 

New York Postgraduate Medical 

Allergy for Pediatricians (Re- 

[ 5 days, full time, Oct. 6-io, 1947 

75-00 

School, ^03 E. 20th St., New York 3 1 

1 

stricted to Pediatricians)^ 
Cardiology tor Pediatricians (Re- 

5 days, full time, Dec. 8-12, 1947 

75.00 

j 

stricted to Pediatricians)’^ 


Clinical Pediatrics 

4 weeks, full time, Oct. 13-Nov. 

150.00 



8, 1947 


Clinical Pediatrics 

4 weeks, full time, Jan. 5-31. 

150.00 



1948 


Dermatology for Pediatricians 

5 days, full time, Sept. 29-Oct. 

75.00 


(Restricted to Pediatricians)’ 

3 . 1947 


Neurology and Psychiatry for 

2 weeks, full time, Oct. 13-25, 

100.00 


Pediatricians (Restricted to 
Pediatricians)’ 

1947 



Practical Clinical Pediatrics 

4 weeks, full time, Nov. 10 -Dec. 

125.00 



5 . 1947 

Duke University School of Medicine, 
Durham, N. C. 

Pediatrics 

3 months or longer, full time, 
arranged 

per mo, 

50.00 

University of Cincinnati College of 

Pediatrics 

3-4 months, Cont. 

per mo. 

Medicine, Eden and Bethesda Aves . 


Cincinnati, Ohio 



30.00 

Oregon State Medical Society and Ore- ! 

Refresher Course in Pediatrics 

Arranged, Fall 1947 
(Tentative) 


gon State Board of Health, Portland 
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PO^GRADUATE COURSES 

S<U(tti Post-Graduate Continuation Courses for Practicing Physicians — September 1, 1947 to January 15, 194S 


PEDIATRICS — Continued 


Institution 

Title of Course 

Schedule of Course 

University of Texas Medical Branch, 
912 Avc. B, Galveston 

Pediatrics 

I week, Oct. 1947 

University of Wisconsin Medical 

Course in Pediatrics for Specul- 

2-6 months, arranged 

School, 418 N. Randall Sl, Madison 

ists 

POLIOMYELITIS 


Georgia Warm Springs Foundation, 

Po'.iomyeUii,s 

2 weeks, first Monday in Oct. j 

Warm Springs 

At: Jewish Hospital 

PROCTOLOGY 

>947 1 

New York Polyclinic Medical School 

Proctology and Gastroenterology 

6 weeks, Oci. 1, i947-j3n. 2, 

and Hospital, 341-353 W, 50th St., 

(clinical) 

1948 

New York 

Combined Proctology and Gas- 

6 weeks, Oct. 1, 1947-Jan. 2, 


troenterology (clinical) and 
operative (cadaver) Proctology. 

RADIOLOGY 

1948 


Cook County Graduate School of 
Medicine, 427 S. Honore St., Chi- 

Clinical Roentgenology 

2 weeks, full time, third Mon- 
day of every month 

cago 

Lecture and Clinical Roentgenol- 
ogy 

X-ray Therapy 

2 weeks, full time, first Mon- 
day of every month 

2 vvccks or t month, full time 

University of. Kansas School of Medi- 
cine, 39th St. and Rainbow Blvd., 
Kansas City 

Radiology and Cancer 

3 days, Jan. 19-21, 1946 

Columbia University College of Physi- 
cians and Surgeons, 630 W, iCSth 
St., New York 32 

At: Affiliated Hospital* 

SymtKssium on Diagnostic Radiol- 
ogy^ 

10 weeks, full time, Sept. 29- 
Dec. 5. 1947 

New York Polyclinic Medical School 
and Hospital, 341-353 W. 50th St., 
New York 

Radiology 

8 months. Oct. i, I947-Ian. 2, 
1948 

University of Oregon Medical School, 
3181 S.W, Marquam Hill Road, 
Portland x 

Radiology 

5 days, full time, Nov. 10-14, 
>947 


THERAPY 


Columbia University College of Physi- 
cians and Surgeons, 630 W. i68ih 
St., New York 32 

At: Columbia Presbyterian Medical 
Center 

Physiologic Therapy in Respira- 
tory Diseases 

6 days, full lime, Jan. 26-31, 
1948 


UROLOGY 


James Buchanan Brady Foundation of 
The New York Hospital, 525 E. 
CSth St., New York 

Postgraduate Course in Urology 

6 months, full lime, Jan.-July, 
1948 

New York Postgraduate Medical 
Schcxsl, 303 E. 20th St., New York 3 

Advanced Course in Urology 
( Restricted to Urologists) 

2 tnonths, full time. Oct. 1, 1947 


Registration Fee 
and/or Tuition 

25.00 

per mo. 

100.00 

Not given 

100.00 

200.00 

70.00 

125.00 

2 wks. 

100.00 
I mo. 

200.00 

15.00 

250.00 

300.00 

50.00 

40.00 


500.00® 

300.00 
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POSTGRADUATE COURSES 

Sthcttd Postgraduate Continuation Courses for Practicing Physicians — September 1 , 1947 to January 15 , 194 S 


UROLOGY — Continued 


Institution 

Title of Course 

Schedule of Course 

New York Polyclinic Medical School 
.and Hospital, 341-353 W. 50th St., 
New York 

Urology and Allied Subjects 

8 months, full lime, Oct. 1, 1947 


VENEREAL DISEASES 

U. S. Public Health Service and Ar- 
kansas State Board of Health, Hot 
Springs National Park, Ark. 

Ninth Postgraduate Course io 
The Management and Control 
of the Venereal Diseases 

3 weeks, full time, fall 1947 

Columbia University College of Physi- 

Venereal and Skin Diseases 

6 days, full time, Dec. 1-6, 1947 


dans and SutReons, 630 V 4 . i68th 
St., New York, 32 


Repisiration Fee 
and/or Tuition 

800.00 


■None 


30.00 


1. Spedalists only. 

2. Stipends up to a maximum of $250.00 per month are 
available if certain qualifications can be met. 

3. Half fee to physicians in service. 

4. Fellows and Jr. candidates. 


5. Including dinners and luncheons. 

6. No extra charge for longer stay. 

7. Stipend (including travel) and tuition fee (when there is 
such) paid for by the department. 


Medicine Makes the News 


POLIOMYELITIS CONFERENCE 

M arking the twentieth anniversary of the 
founding of Georgia Warm Springs, a three- 
day clinical conference on diagnosis and treatment 
of poliomyelitis will be held at Warm Springs, 
Georgia, on September 15, 16, and 17. 

The clinical conference will be led by approxi- 
mately twenty of the nation’s authorities in the 
fields of neurology, pathology, pediatrics, ortho- 
pedics, physical medicine, and internal medicine 
who will present papers reviewing the advances 
in poliomyelitis knowledge in these fields. 

The papers and discussions will constitute a new 
book on diagnosis and treatment of the disease 


for publication in 1948, Clinical demonstrations of 
modern treatment methods will be given by the 
medical staff of the Warm Springs Foundation. 

Physicians interested in attending this conference 
should make inquiries to the Georgia Warm 
Springs Foundation, 120 Broadway, New York 5, 
N. Y. Complete program of the meeting will be 
available on request. 

A.M.A. ART SHOW 

With some 1000 pieces on display, the Ninth 
Annual Exhibition of the American Physicians’ 
Art Association, held during the A.M.A. Centen- 
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nial Meeting at Atlantic City, June 9 to 13, was 
the largest show yet held by the group. 

The work shown — oils, water colors, charcoal 
sketches, etchings, photographs, sculptures, ceram- 
ics, needlework, metalwork — filled 6000 square 
feet of hanging surface and more than 5300 feet 
of floor space. A total of 1,104 entries in the various 
media was shown in the regular competition, in 
addition to works which were entered in a special 
division on the theme of “Courage and Devotion.” 
Many of the latter were in the call-of-duty cate- 
gory and included recent works on World War It. 

The art exhibition was under the direction of 
Mr. A. L. Rose, Mead Johnson Company, which 
sponsors the exhibit on a non-commercial basis and 


arranged for its transportation from Philadelphia 
where judges selected winners a week before the 
show. Cups, medals, and certificates were awarded 
the winning entries which came in from all over 
the United States, Canada, Hawaii, Costa Rica, 
Alaska, and Mexico. 

Officers of the American Physicians’ Art Asso- 
ciation are: President, Dr. G. Harvey Agnew; first 
vice president, Dr. Chelsea Eaton; second vice 
president, Dr. Anthony Bassler; third vice presi- 
dent, Dr. Somers H. Sturgis; secretary, Dr. F. H. 
Redewill; assistant secretary, Dr. F. H. Redewill, 
Jr., and treasurer. Dr. Paul Wedgewood. Dr. 
Robert F. Ridpath served as general chairman of 
the 1947 exhibition. 





After Hours 

ON WRITING AND OTHER ARTS 



PHYSICIAN AND COLUMNIST 
Dr. William E. Ground, of 
Superior, Wisconsin, who has been 
in continuous active medical prac- 
tice for more than sixty-six years, 
has set a record few other physi- 
cians in the United States can 
match. There are older physicians 
still in practice, but probably none 
have put in as many years of ac- 
tive practice. 

Dr. Ground received his M.D. 
degree in 1881 at the age of 20, 
and after spending more than half 
a dozen years in hospitals in the 
east and abroad, studying post- 
graduate work in gynecology and 
general surgery, he decided to 
select a permanent location. Not 
liking heat or large cities, favoring 
water and wanting to be near it, 
he looked at the map and decided 
to settle at the Head of the Great 
Lakes. 

Dr. Ground has written more 
than a hundred medical and sci- 
entific papers and, for many years, 
has contributed a column every 
month or so to the Superior, Wis- 
consin, daily newspaper, T/ie live- 
ning Telegram. The subjects of his 
columns vary with the thoughts 
and problems of the day, and may 
be medical, political,, social, or 
philosophical in nature. 

Dr. Ground believes that in ad- 
dition to first class scientific and 
clinical training, a physician re- 
quires a general cultural back- 
ground if he is to retain a broad 
outlook on life and an inexhausti- 
ble fund of idealism if he is to give 
his patients the sympathy and 
courage which they demand of the 


Healing Art. Perhaps a knowledge 
of the great men of medicine and 
the spirit that animated them will 
give the physician something of 
both, he added. 

* # # 


MILITARY MEDICO 
A doctor in literature is Colonel 
James M. Phalen, who has been 
editor of The Military ' Surgeon 
since 1940. Spending most of his 
adult life in the Army Medical 
Corps, he was, until his retirement, 
known as a specialist in medical 
field service and administration. 
Many years ago Colonel Phalen 
planned to do editorial work and 
he fits into his present niche per- 
fectly. He combines a deep an- 
alytical ability with subtle humor, 
making his editorials for the jour- 
nal widely read. His views are bit- 
terly attacked and warmly de- 
fended, but they arc never ignored. 


W. E. GROUND, M.D. 

Those people for whom Ireland 
has always had an attraction, and 
who hope some day to visit that 
country, will probably enjoy such 
a trip more if they have read 
Colonel Phalen’s book, “I Follow 
Mr. Thackeray.” This work, more 
or less, describes the same tour 
made by the British novelist many 
years earlier. Published in 1946, it 
is an objective discourse upon the 
experiences and impressions of a 
summer sojurn in Ireland during 
1939, a year of troubled peace. 

Another book, written a few 
years ago by Dr. Phalen, is “Sin- 
nissippi, A Valley Under a Spell.” 
This is a history book of an un- 
usual sort. It is a history of Wis- 
consin, which tells not so much 
about the state’s development since 
the coming of the white man as it 
does about the geological history 
of the land itself, and the changes 
in the character and population of 
the state’s Indian inhabitants. The 
passage on the Colonel’s own 
youth in Troy Valley is apt to re- 
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mind the reader of his own young- 
er days. The author writes enthu- 
siastically about the charm of the 
historic Rock River country and 
its people, of their adventures and 
their achievements. 

♦ * ♦ 

THE COLLECTING SPIRIT 
Tire collecting spirit is quite 
common among physicians and in 
Cleveland, one of the most enthusi- 
astic is Dr. Warren C. Fargo who 
started his collection of bells about 
20 years ago when he found three 
small brass (English) bells in Mon- 
treal. 

Since then, Dr. Fargo has ac- 
quired bells from Persia, India, 
Guam, Belgium, Italy, England 
and Germany. His bells are all 
small, all metal— brass, copper, 
iron, pewter— -and none more than 
six inches in height. Doctor Far- 
go’s bells arc both old and new, 
some quite primitive and many are 
very beautifully hand made. 

“The bells are delightful and in- 
triguing,” says Doctor Fargo, “and 
seem to interest both old and 
young. I take pleasure in the dif- 
ferent tones and the fact that they 
can be found usually in almost any 
part of the world fils in with my 
other hobbies of globe-trotting and 
taking color movies.” 

Dr. Paul G. Moore, also of Cleve- 
land, has a collection of shaving 
mugs and Toby jugs. While driv- 
ing through Pennsylvania with 
Mrs. Moore, who w.is collecting 
colored glass, Doctor Moore be- 
came interested in collecting. He 
now has 6o shaving mugs, some 
lx:aring fraternal and industrial em- 
blems. 

Doctor Moore has several jugs 
or pitchers, duplicates of which 
may be found in the National Mu- 
seum at Toronto. Several of his 


jugs were made in Sauergemincs 
on the border of Germany. 

Doctor Moore also has a number 
of old deep-blue whisky glasses, 
made some years ago in Zanes- 
ville, Ohio; cheaters — glasses 
that appeared to hold four ounces 
of whisky and only held two. Some 
of his whisky glasses are of cut 
glass, some with i6 panels on the 
side and a flower in the bottom 
sealed in below with gold leaf. 


♦ ♦ ♦ 


MORE HOBBIES 



Head of Heicn-Maric Farnacy, 
modeled by her father. Dr. N. 
Lester Farnacy. 


A Cleveland physician whose 
hobbies arc in the fields of fine arts 
is Dr. N. lister Farnacy. He Itas 
some splendid specimens of crafts- 
m.inship in metals. He first models 
in clay and then has them cast in 
bronze. He has done pencil sketches 
and water colors — landscape scenes 
and portraits of his daughters, 
some of which have been exhibit- 
ed. Doctor Farnacy also carves in 
wood. In this medium he has used 
various woods and likes black wal- 


l6l 

nut, peach wood and Philippine 
mahogany. 

One doctor who is outstanding 
in that he has a combination of 
hobbies is Dr. Henry J. John of 
Cleveland. His many hobbies arc, 
in the main, connected with his in- 
terest in keeping alive the great cul- 
tural heritage of Czechoslovakia. 
He has done Czech translations of 
Belles Lettves and collected some 
1,000 contemporary Czech etchings 
which may be the largest collection 
of its kind in the world. Doctor 
John’s library has some thousands 
of books on all subjects but with a 
special interest in art. Among them 
are some rare and first editions of 
Czech, French, German and mod- 
ern contemporary European litera- 
ture. 

In 1929 Doctor John gave full 
rein to one of his special interests 
by establishing Camp Ho Mita 
Koda (Sioux Indian meaning 
"Welcome, my friend”) thus pro- 
viding a vacation place and medi- 
cal care for 50-60 diabetic children. 
Doctor John says of his camp, “It 
is a pkacc where m.iny children 
meet, for the first time, other chil- 
dren in the same boat and can sec 
what these others have accom- 
plished.” 


« * * 


PHYSICIAN-POET 
Why prisoners write poetry is 
one of the mysteries of literature. 
One physician who wrote poetry 
during the three years he was a 
captive at Bilibid Prison in Manila, 
was an Amcric.in prisoner-of-war, 
Major Charles Brown of the U. S. 
Army Medical Corps. His hook, 
"Bars From Bilibid Prison,” pub- 
lished in March 1947, by the Nay- 
lor Company of San Antonio, 
Texas, expresses the thoughts and 
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emotions of a man who dreamed 
of a day when he would be re- 
leased. 

General Jonathan M. Wain- 
wrlght, in his foreword to Dr. 
Brown’s book, says; “Major Brown 
should be complimented for his 
ability to lift from his heart these 
memories and put them in a nar- 
rative and verse.’’ 



CHARLES BROWN, M.D. 


These poems were written while 
the actual experiences upon which 
they are based were being endured. 
Dr. Brown begins each chapter 
with a description in prose of the 
treatment of Allied prisoners-of- 
war by the Japanese. “I first saw 
the ancient gate of the old Spanish 
prison,” writes Dr. Brown, “in a 
downpour of rain, as a prisoner of 
the Japanese after the fall of Ba- 
taan. The jungle had been horrible 
enough, but at least, it had been 
alive. Bilibid Prison was dead! The 
odor of death clung to it like the 
fungus on the walls.” There are 
tragedy and pathos in Dr. Brown’s 
verses, some irony and satire, but 
no bitterness, and most remarkable 
of all, even some humor. 

The following are just two of 
the poems in his book: 


PRISON POT 
The prison is a cauldron 
With a purging flame that burns 
Some men into their ashes. 

And they never will return. 

But there are others in the kettle 
Who. the hotter there the flame. 

The tougher gets their mettle, 

And they return from it the same. 

MY SWEETHEART 
My sweetheart is Malaria, 

And I met her in Bataan; 

Tm just one love of her many loves, 

But still her favorite man. 

Our love began with a tropic moon, 
Where the river meets the sea; 

And she spends her charms in other 
arms, 

But always returns to me. 

Our love is like all other loves, 

She leaves me now and then; 

But my fever burns and love returns. 

To embrace me once again. 

In my lover's arms I tremble. 

With hot and fevered brow; 

But she holds me less in each fond 
caress, 

So she'll be leaving now. 

My sweetheart is Malaria, 

And I met her in Bataan; 

I’m just one of her many loves. 

But still her favorite man. 


MEDICAL LOGICIAN 

A Chicago physician whose 
foresight was verified is Brigadier 
General G. M. Blech, Army Medi- 
cal Corps, who wrote “Medical 
Tactics and Logistics” (published 
by Charles C Thomas in 1934) to 
afford medical officers, physicians, 
and medical students a fundamen- 
tal idea of the nature of their duties 
in the event of war. ■ 

These concrete tactical studies to 
develop the leadership of respon- 
sible medical officers before, dur- 
ing, and after battles was valuable 
in particular to medical instruc- 
tors of the Medical Reserve and 
the National Guard before and 
during World War II. The book, 
intended primarily to enlist the 
, consideration of medical practition- 
ers in problems of national de- 
fense, is written in an easy style. 
The other important avocations of 
this Chicago surgeon are studies 
on strategy and, most appropri- 
ately for a logician, the game of 
chess 
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Primary Atypical Pneumonia 

H. L. ALEXANDER* 

WASHINGTON UNIVERSITY SCHOOL OE MEDICINE, ST. LOUIS 


I N THE latter half of the past decade, descrip- 
tions of a peculiar respiratory disorder began 
to appear in the literature. The disorder 
bore a resemblance to bronchopneumonia, 
lobar pneumonia, influenzal pneumonia, and 
other common respiratory diseases, and yet 
there were certain distinctions which identified 
it as something new. One of these in particular 
was the roentgenographic shadow of the pul- 
monary lesion. The disease was designated by 
a variety of names, as indicated in tlie table on 
the next page. This table, which reveals but a 
fragment of tlie literature on the subject, also 
shows the widespread geographic distribution. 

The question has naturally arisen whether 
primary atypical pneumonia represents a new 
clinical entity or whether it is the discovery of 
a disease long present. Those who have debated 
this pointed out that tlie preserved lungs from 
soldiers in the Civil War and those examined 
from cases of pneumonia in the first World 
War showed lesions somewhat resembling 
those of primary atypical pneumonia. However, 
there now seems to be little doubt in the minds 
of most investigators acquainted with the dis- 
ease that, in its present widespread distribution, 

•From tlic Department of Metlicine, Washington Univer- 
sity, and Fames Hospital. St. Louis. 


we are dealing with a new clinical e,xperience. 

Before considering die broader aspects of 
primary atypical pneumonia, its clinical fea- 
tures will be examined. Material for diis pre- 
sentation was secured from various published 
reports, especially that of the epidemic at Camp 
Claiborne, Louisiana, from case records from 
the Barnes Hospital, and from padiologic spec- 
imens in die Army Medical Museum. 

There is nothing distinctive about the symp- 
toms of onset. Those that occur in die majority 
of cases are cough, fever, chilliness, headache, 
and malaise. In less than onc-half the cases, 
substernal pain, coryza, sore throat, pleural 
pain, bloody sputum, and rigor are present, 
and in that order. A similar incidence of oc- 
currence of the same symptoms manifests it- 
self in certain cases of acute bronchitis and 
bronchopneumonia. Consequently, at the onset, 
suspicion is not immediately aroused diat one 
is dealing with primary atypical pneumonia. 

The most troublesome symptom is cough. 
This usually ushers in the disease. It is frequent, 
intermittent, and at first unproductive. Even- 
tually the cough produces mucoid sputum, not 
grossly purulent, and in some lO per cent the 
sputum is bloody. True hemoptysis rarely oc- 
curs. After a few days the other symptoms of 
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onset appear. In about 30 per cent of cases pain 
in tlie chest is complained of. It is usually sub- 
sternal and probably represents bronchial irri- 
tation. Occasionally typical pleuritic pain may 
occur in some cases. 

Other occasional symptoms are referable 
particularly to the upper respiratory tract and 
include coryza, sore throat, and pharyngeal 
and laryngeal irritation. Although chilliness is 
a prominent symptom of onset, rigor, as it oc- 
curs at die onset of lobar pneumonia, is rarely 
found. Signs of irritation of the upper re- 
spiratory tract are less frequent than physical 
signs. Inflamed throat is observed in more than 
one-half die cases. Occasionally acute follicular 
tonsillitis, and nasal congestion, sometimes 
widi crusting, appear. 

The physical signs, particularly at the onset, 
are still less distinctive. Rales are fairly con- 
stant, but in the beginning are not heard in 
about one-half the cases. Moderate prostration 
and inflamed throat are frequent. Ronchi, dull- 
ness to percussion, nasal congestion, severe 
prostration, and abnormal breadi sounds may 
follow. Some of these signs gradually make 
their appearance as the disease progresses, but 
there is also a correladon between their pres- 
ence and die severity of an attack. Thus, in a 
few cases diat are essentially asymptomatic, 
there may be no physical signs. Those occurring 
in atypical pneumonia are frequent also in 
pneumococcal pneumonia and in influenzal 
pneumonia. This again emphasizes the diffi- 
culty of making an early diagnosis ■without die 
help of a roentgenogram of the lungs. Doubt- 
less many cases escape detection and are as- 
sumed to be bronchitis or influenza. 

The roentgenographic shadows of this dis- 
ease are fairly distinctive. At first there are ac- 
centuations of the hilar markings on one or 
both sides. Hazy shadows dien project out to- 
ward die periphery. These appear as mottling 
which merges into uniform densities. In more 
than 80 per cent of die cases the lower lobes 
are involved. 

These shadows usually appear early, within 
the first few days, and as a rule before abnor- 
mal physical signs in die lungs can be elicited. 


A few days after onset fine to moist rales can 
be heard over the roentgenographic shadow, 
which by that time is well developed. Dullness 
to percussion may then be elicited, and occa- 
sionally some changes in breath sounds. The 
shadows in the films gradually disappear, but 
physical signs, which appear slowly, may per- 
sist for some days diereafter. 

T he clinical course is variable. In a few in- 
stances the patient is asymptomatic, and 
the disease is detected by accidental roentgeno- 
graphic examination. In mild cases there may 
be an intermittent, dry, unproductive cough 
for a few days. Toward the end of the first 
week the usual typical manifestations appear, 
and in another week recovery has occurred. In 
the more severe examples, everything is inten- 
sified. During the second week the temperature 
curve may be of a swinging type ranging from 
37° to 40° C., accompanied by chills. The pa- 
tient appears quite prostrated; respirations are 
increased but the pulse rate is not greatly ele- 
vated. There may be some cyanosis. Many 
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coarse rales appear over the lesion. Gradually 
the fever subsides and recovery becomes appar- 
ent during the third week. Occasionally evi- 
dence of the disease persists into the fourth or 
sixth week without apparent complications. 

Laboratory findings are unrevealing except 
for an absence of Icucocytosis. In the majority 
of cases the white blood count ranges between 
6,000 and 10,000. In some instances, during 
tbe height of tlie disease, it may rise to 18,000 
for a brief period. The differential count is not 
distinctive, nor are other laboratory data except 
the titer of cold agglutinins. Apparently the 
serum of some patients with primary atypical 
pneumonia, particularly those in whom the 
disease is severe, has the capacity of agglutina- 
ting red blood cells at cold temperature. Titers 
of 1200 or higher are not uncommon. These 
agglutinins may appear during the second 
week; they increase as the disease progresses, 
and gradually subside as recovery occurs; they 
may, however, persist well into convalescence. 
This reaction is, of course, not specific for pri- 
mary atypical pneumonia, but its frequency in 
this condition and comparative rarity in others 
have important supportive diagnostic value. 

When the several components of primary 
atypical pneumonia are assembled, the picture 
of the disease becomes apparent and offers lit- 
tle diagnostic difficulty. It is at the time of onset 
and the earlier days of the infection that the 
true nature of the disease is often undetected. 

T reatment is quite symptomatic. Sulfona- 
mide drugs have been thoroughly tried, 
and although occasionally they seemed of bene- 
fit as judged by an abrupt and permanent fall 
in temperature, this was rarely the case. Statis- 
tical studies made at Camp Claiborne indicated 
diat less tlian 5 per cent gave an apparent 
prompt response to chemotherapy in contrast to 
almost 80 per cent of patients with pneumococ- 
cal pneumonia who responded to the drug. Sul- 
fonamides are indicated in complications in 
which susceptible organisms are involved. No 
data on the use of penicillin is available. 

Tlie most troublesome symptom to combat 


is cough. This at first appears to be an ineffec- 
tual attempt to raise tenacious mucoid sputum. 
As the cough becomes productive, it is less dis- 
turbing. Codeine in a vehicle containing potas- 
sium iodide, which tends to liquefy the sputum, 
is often helpful. At the height of the disease, 
respirations are rapid and cyanosis may appear. 
Much comfort may be derived by oxygen in- 
halation, preferably in a tent. Cardiac embar- 
rassment is very unusual and digitalis used as a 
routine supportive measure is not indicated. 

Convalescence may be slow after a severe 
infection, but usually after a week or two the 
patient feels no after effects. Recurrences have 
been observed — in a few cases, three times — but 
subsequent attacks have been of milder severity. 

Complications arc surprisingly infrequent. 
Pleurisy as recorded by roentgenographic evi- 
dence occurs occasionally, and in a few cases 
effusion developed with clear straw-colored 
fluid. Infection of this fluid has been recorded 
during the intercurrence of an acute upper re- 
spiratory invasion with hemolytic streptococ- 
cus. Four cases of empyema with two deaths 
are described in the literature. Patients who 
have pleurisy with effusion usually have a pro- 
longed convalescence witli slow subsidence of 
the fluid accumulation. Pulmonary abscess has 
been recorded once. 

Nausea, vomiting, diarrhea, and jaundice are 
rare. Herpes is occasionally observed. Menin- 
gisms and encephalitis have been reported. 

Atypical pneumonia has appeared postoper- 
atively in the puerperium, and after measles. 
When it complicates heart disease, the mortal- 
ity is high. 

The prognosis is excellent no matter how ill 
the patient appears to he. Death is infrequent, 
about 0.3 per cent in a large series of assembled 
statistics. When it does occur, there has been 
usually a complication, such as empyema, en- 
cephalitis or pre-existing cardiac disease. Rarely 
does death occur in cases of patients with ap- 
parently uncomplicated primary atypical pneu- 
monia. Consequently, pathologic material ’is 
c.\ceedingly scarce. 

Grossly, the lungs present a picture of local- 
ized hemorrhagic pneumonia. The lesion, evi- 
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dently an interstitial pneumonia, is located in 
the alveolar walls, and these walls show con- 
gestion and infiltration with mononuclear cells; 
these include monocytes, lymphocytes, and 
plasma cells. Neutrophils are few. A similar 
reaction occurs around the blood vessels and in 
the interstitial tissues surrounding the bronchi. 
The alveoli contain edema fluid in which 
monocytes and red blood cells predominate, and 
some eosinophils and occasional neutrophils 
may be observed as well. The bronchial mu- 
cosa shows some evidence of purulent infection 
with areas of ulceration and exudate contain- 
ing mostly neutrophils. Enlargement and occa- 
sional necrosis of the malpighian corpuscles 
of the spleen occur (Longcope described 
splenomegaly in some of his cases), but other 
visceral lesions are not distinctive. 


T he epidemiologic aspects of primary atypi- 
cal pneumonia are of considerable interest. 
Although its distribution is widespread, with 
cases reported in such separated localities as 
Hawaii, England, and Texas, its attack rate is 
low. Since no definite etiologic agent has been 
isolated, the mode of spread has not been final- 
ly proved. Careful studies of possible transmis- 
sion by mosquitoes, tics, contaminated food 
and water, and other vectors by the commission 
that studied the outbreak at Camp Claiborne 
failed to reveal any clue. On the other hand, 
there is suggested evidence that the disease is 
transmitted by direct contact from person to 
person. For instance, by far the highest inci- 
dence of cases in Army camps occurred among 
hospital personnel. This is often true in civilian 
establishments. A patient with primary atypical 
pneumonia at Barnes Hospital in 1940 was as- 
signed to a clinical clerk, who two weeks later 
contracted tlie disease. The floor nurse who 
served her likewise contracted it, as did an in- 
terne who looked after them bodi. The incuba- 
tion periods for the latter two cases were set at 
II and 15 days, respectively. In several other 
cases, incubation periods have been estimated, 
and these appeared to vary widely, but in gen- 
eral they appeared to be long. This makes con- 


trol difficult. Respiratory isolation is indicated. 

Of interest is the fact that in carefully ob- 
served epidemics simultaneous outbreaks of the 
disease were widely scattered, and it has been 
said that sites of origin were comparable to the 
pattern of those of acute appendicitis. There 
has been no indication of radial spread as oc- 
curs in measles or influenza. The present repre- 
sentative point of view is that unrecognized 
cases transmit tlie infection by direct contact, 
but since tlie attack rate is low, large local epi- 
demics do not occur. 

The etiology of primary atypical pneumonia 
is entirely unknown. Attempts to isolate a com- 
mon organism from the blood, sputum, and 
urine have consistently failed. Secretions se- 
cured through a bronchoscope during the vari- 
ous stages of the disease have consistently failed 
to reveal significant cultures. In some recorded 
fatal cases extensive bacteriologic studies con- 
ducted during life and postmortem tissue ex- 
aminations were likewise unrevealing. 

It is true that from time to time viruses have 
been isolated. However, these apparently were 
incidental findings, since they appeared in only 
a few cases and, when they were found, there 
was little uniformity among tliose isolated.. 
Moreover, several of tliese viruses had been 
identified with other diseases. Thus, the viruses 
of psittacosis, of meningopneumonitis, and of 
lymphogranuloma venereum, as well as the 
rickettsia of Q fever have all been identified 
and have fully conformed to carefully con- 
trolled serologic tests. Other viruses not here- 
tofore identified have been found in patients 
with primary atypical pneumonia, but these 
disappeared for tlie most part during attempted 
preservation through animal passage. Certain 
animals such as the mongoose and cotton rat 
developed an atypical form of pneumonia 
when injected with the washed sputum from 
patients, but as yet these observations have no 
established significance. Although several in- 
vestigators suspect that a virus as yet not iden- 
tified is the etiologic agent, the cause of the 
disease remains wholly unknown, and the term 
“primary atypical pneumonia” still awaits a 
more definite designation. 



The Management of Ulcerative Colitis 

J. ARNOLD BARGEN* 

MAYO CLINIC, ROCHESTER, MINNESOTA 


I N DISCUSSING the management of ulcerative 
colitis it is of utmost importance to have in 
mind a proper classification of the diseases 
included under that designation. When one 
uses tile term “chronic ulcerative colitis” one is 
referring to a general clinicopathologic syn- 
drome, the conditions grouped under which 
have some clinical similarities — all present in- 
flammatory and destructive changes of the 
intestinal wall, yet each has certain features that 
set it off as a disease entity. 

It is of some interest to follow the historical 
development of our knowledge of the various 
forms of ulcerative colitis. These will be dis- 
cussed in a more or less chronologic order with 
remarks regarding characteristic features of 
each form of colitis and suggestions for the 
management of each type. 


TUBERCULOUS ULCERATIVE COLITIS 

Until recent years the first described and best 
known form of ulcerative colitis was tubercu- 
lous ulcerative colitis. Although infection of the 
intestine by Mycobacterium tuberculosis is pri- 
marily of the small intestine, it will commonly 
involve both small and large intestine, and 

•Division of ^{«lidne, Mayo Clinic. 


some recent evidence tends to substantiate the 
thought that primary tuberculosis of the large 
intestine may occur. In the average case tuber- 
culous ileocolitis is secondary to tuberculosis of 
die lungs or tuberculosis elsewhere in the body. 
The ulcers of this disease will be distributed 
irregularly and associated with lesions visible 
on the serous surface of the bowel and with 
miliary tubercles. The infection will commonly 
attack the ileocecal coil, and only in the late 
stages will the lesions progress sufficiently 
caudad to be visible through the sigmoidoscope. 
Thus, the roentgenologic examinations will be 
the essential diagnostic examinations and will 
be featured by characteristic irritability with 
rapid emptying and filling of the ileocecal re- 
gion. Great irregularity of the intestinal lesions 
will be observed in the roentgenogram. The 
smooth contour of the intestinal wall so com- 
monly seen in cases of streptococcal colitis is 
not present in tuberculous ileocolitis because 
the disease involves the mucosa more than the 
wall of the bowel. 

Although some chemotherapeutic agents re- 
lated to the sulfonamide compounds, such as 
promin and promizole, bid fair to have value 
in die management of this disease, the accepted 
treatment is still adequate care in a sanatorium. 
Such care should include carefully regulated 
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Figure 1. Extensive ulcerative tuberculosis of the 
ileocecal coil and ascending colon. 


sun baths, a high caloric diet, including espe- 
cially large amounts of vitamin C in the form 
of such substances as tomato juice, and a prop- 
erly planned program of rest. Pneumoperiton- 
eum and oxyperitoneum have been found 
helpful in some cases. Roentgen therapy also 
has its advocates. 


AMEBIC ULCERATIVE COLITIS 

Knowledge of this form of ulcerative colitis, 
commonly known clinically as amebic dysen- 
tery or by the more inclusive term of amebiasis, 
dates to die early part of this century. As in 
tuberculous colitis, the lesions of this disease are 
largely confined to die right half of the large 
intestine but, sharply in contrast to those of 
tuberculosis, they are always limited to the large 
intestine and stop or begin abruptly at the 
ileocecal valve. The lesions are localized pri- 
marily in the cecum and possibly in the flexures 
of the large intestine, although the entire large 
intestine may be involved. If the disease has 
advanced sufficiently toward the rectum so that 
lesions are visible in its mucous membrane. 


they present a very characteristic appearance. 
The ulcers give the impression of being 
punched out, with raised edges covered by a 
fleck of mucus and a hyperemic zone around 
the individual' ulcer. Between the ulcers the 
mucous membrane is relatively normal. 

The disease largely affects the mucosa instead 
of the wall and there should be little difficulty 
in distinguishing this type of ulcerative colitis 
from the streptococcal variety of colitis. Con- 
sequently, the symptoms are quite at variance 
with those of the streptococcal variety. Bleed- 
ing occurs relatively late in the disease instead 
of being present as one of the first symptoms. 
The severe prostration of the fulminating type 
of ulcerative colitis is observed rarely. The pa- 
tient is usually in a relatively good condition. 

Roentgenologic examinations, too, show a 
rather characteristic deformity of the large in- 



Figure 2. Extensive ulcerative disease o£ the large 
intestine due to infection by Endamoeba histolytica. 
Note the coning of the cecum. 



Figure 3. Roentgenograms in a case of extensive and severe amebic colitis: (a) by double-contrast 
method of examination; (b) after barium enema. 


testine when the disease is sufficiently advanced. 
However, even early in the disease there may 
be the characteristic features in the cecum; 
namely, some narrowing and irritability when 
no other colonic lesions exist. With the prog- 
ress of the disease the cecum becomes coned or 
narrowed to a point and tlie entire ascending 
colon may be narrowed irregularly. This is not 
a smooth diffuse narrowing such as one en- 
counters in the streptococcal type of ulcerative 
colitis. As the rectum is approached, there will 
be less and less roentgenologic evidence of dis- 
ease except in those cases in which the greatest 
disease is at the flexures or in unusual segments. 

Of all the forms of ulcerative colitis, the 
amebic is the most amenable to treatment. 
Without any additional supportive treatment, 
amebiasis can be controlled or perhaps cured 
in most instances by the properly timed admin- 
istration of a suitable combination of prepara- 


tions of ipecac, arsenic, and iodine. A suitable 
program for the administration of these chemo- 
therapeutic drugs is as follows: 2/3 grain (0.043 
gm.) of the active principle of ipecac; namely 
emetine hydrochloride, administered subcu- 
taneously twice daily until 4 grains (0.26 gm.) 
of the drug has been given. Beginning on the 
same day that the administration of emetine 
is begun, 0.25 gm. of carbarsone should be 
given three times a day for four days. This is 
to be followed by 0.25 to 0.5 gm. of diodoquin 
for seven days and this in turn is to be followed 
by a second course of emetine and carbarsone. 
A scries of stools should be examined after this 
for the trophozoites or cysts of Endamoeba 
histolytica. 


CHRONIC BACILLARY DYSENTKRY 

Soon after these two conditions, tuberculous 
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and amebic colitis, had been well established as 
entities, many otlier cases of ulcerative intesti- 
nal disease not belonging to either of these 
categories were observed by clinicians every- 
where. When they occurred in regions where 
bacillary dysentery was prevalent or endemic 
they were promptly classified as cases of chronic 
bacillary dysentery. As will be pointed out. 
later, this led to great confusion and wrong' 
designation of many cases of ulcerative colitis.; 
We do recognize, however, a form of ulcera-i 
tive ileocolitis which follows in the wake of' 
severe bacillary dysentery due to one or several 
of the strains of Shigella paradysenteriae. The 
fact that this condition follows, although very 
occasionally, an epidemic of acute bacillary 
dysentery will in itself be suggestive of the 
diagnosis. However, the diagnosis in tlie final 
analysis will depend on the presence in the 
blood of agglutinins — in significant titer, at 
least I ;320 or higher — of one or several strains 
of Shigella paradysenteriae. The lesions of 
tliis disease will be irregular and disseminated. 
In the occasional case in which extensive de- 
structive ulcerative disease occurs, secondary 
invaders may be responsible for the late lesions. 
When lesions are visible through the sigmoido- 
scope and are irregular as far as size, extent, 
and mucosal appearance are concerned, they 
are particularly striking. It has been said the 
lesions are characteristic because of irregular, 
yet extensive, distribution. This impression is 
substantiated by the roentgenologic appearance 
of the bowel in these cases. 

Just as in cases of acute bacillary dysentery, 
so in cases of chronic bacillary dysentery, the 
sulfonamide compounds, and particularly sul- 
fasuxidine and sulfaguanidine, have given very 
satisfactory results. In cases of mild dysentery 
and of dysentery caused by organisms of the 
Sonne type the disease has responded well to 
large amounts of sulfasuxidine. In cases of 
more severe dysentery and particularly of 
dysentery caused by the Flexner and Shiga 
strains of these organisms the disease has re- 
sponded better to sulfaguanidine, given again 
in fairly large doses. Type specific serums and 
bacteriophages have been used very little re- 



Figure 4. Extensive ulcerative disease of the large 
intestine. Note the mucosal damage as illustrated in 
the evacuation roentgenogram. 


cently and then only in cases of very severe 
dysentery in which every measure of therapy 
previously found useful has been indicated. 

STREPTOCOCCAL ULCERATIVE COLITIS 

In many of the cases in which colitis was 
thought earlier to be present on the basis of 
chronic bacillary dysentery it proved later to 
be of streptococcal origin. The streptococcal 
form of ulcerative colitis has perhaps the most 
characteristic clinical and pathologic manifes- 
tations and hence shows typical proctoscopic 
and roentgenologic features. Its lesions begin 
in the most distal segment of the rectum, just 
above the anal canal. Diffuseness of involve- 
ment of the bowel is its pathognomonic feature. 
Whether i inch (2.5 cm.) of the lower part of 
the rectum or 5 feet (1.5 meters) of bowel are 
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Figure S. The typical roentgenogram of the nar- 
rowed tube-like colon filled with barium of a patient 
suffering from thrombo-ulcerative colitis. 


involved, the involved segment always is af- 
fected in its entirety, its complete circumfer- 
ence and the deeper layers of the wall and the 
mucosa secondarily being involved. This gives 
the granular, easily bleeding mucous mem- 
brane so characteristic of this lesion. The disease 
tends to spread upward until tlie entire colon, 
and even the lower part of the ileum in the 
late stages of the disease, become involved. 

Since it is primarily a disease of the intes- 
tinal wall, a very characteristic roentgenologic 
picture develops. The bowel becomes diffusely 
narrowed, haustral markings are erased, the 
flexures and eurves become more anguhitcd 
than those of the normal bowel, and the result 
is a smooth tube. In this respeet streptococcal 
ulcerative colitis differs from all other forms 
of ulcerative intestinal disease, except perhaps 
regional enteritis when it is confined to the 


Figure 6. Very advanced and destructive ulcera- 
tive colitis in which there is segmental narrowing 
and extensive involvement of the distal portion of 
the ileum by the disease. 

distal portion of the ileum. The latter condition 
has, however, many features to distinguish it 
from streptococcal ulcerative colitis. 

Because of the relatively high incidence of 
the streptococcal form of ulcerative colitis and 
because of the consistency with which its clini- 
cal, proctoscopic, and roentgenologic manifes- 
tations conform to a certain pattern, I incline 
to the use of this type of ulcerative colitis as a 
norm and to describe other types chiefly by 
noting in what respects they differ from it. 

The streptococcal form of ulcerative colitis 
manifests itself in a variety of ways but in 
general the clinical manifestations follow one 
of three general courses. When the lesions arc 
limited to tlie lower segments of the large in- 
testine, particularly the rectum and rectosig- 
moid, the onset of symptoms can be described 
as insidious. The patient may have normal 
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Figure 7. Marked diffuse narrowing of the large 
intestine with additional localized formation of stric- 
ture. 


motions of the bowel but in addition may pass 
two or three or many bloody, purulent rectal 
discharges. He may not have any other im- 
portant systemic symptoms except that he will 
gradually begin to speak of not feeling well. 
His complaint of not feeling up to par may 
gradually become more frequent as the number 
of rectal discharges increases. Ultimately a mild 
form of diarrhea may develop. 

The second common onset may be classified 
by saying that die symptoms are severe. The 
patient may start rather suddenly with bloody 
diarrhea, low-grade fever, gradual loss of ap- 
petite, and with them, loss of weight and all 
die concomitants of a moderately severe illness. 
All the symptoms may start in a fulminating 
manner with an onset almost like that of lobar 
pneumonia or other similar serious illness. 
There will be a high fever, massive discharges 


of bloody material from the rectum, great pros- 
tration, and rapid depletion. 

A patient’s symptoms may remain in the in- 
sidious form for months or years and then at 
the time of an infection of the upper part of 
die respiratory tract, some other intercurrent 
illness, or perhaps some severe nervous trauma, 
there may be a sudden exacerbation of the dis- 
ease and a change to a severe or even fulmi- 
nating form. 

The question is often raised whether these 
are different diseases or stages of the same dis- 
ease. Experience seems to indicate that these 
are stages of the same disease attacking patients 
in various ways. Thus, one must be ever on the 
alert for the occurrence of this disease in these 
several forms so that it may be distinguished 
carefully from the types of colitis which are to 
be discussed presently. 

T he treatment of this well-defined entity is 
not as satisfactory as its clinical and path-, 
ologic picture might suggest. Nevertheless, if 
certain basic principles of therapy are followed, 
the end results will usually be very gratifying. 
Since the disease is of the nature of a chronic 
destructive infection, an adequate rest program 
must be devised. This may not necessarily mean 
rest in bed, for in the case of the milder type, 
in which the infection is confined to the distal 
segments of the large intestine, rest, in bed 
would hardly be wise. Furthermore, the dic- 
tum that “disease below the diaphragm makes 
for pessimism” is well illustrated in this condi- 
tion and therefore restful relaxation or a restful 
recreation is often more valuable than complete 
physical rest. However, when the disease ad- 
vances to more proximal segments of the bowel 
so that diarrhea is severe, total body rest may 
be indicated. Reduction of intestinal peristalsis 
by any available' means must be considered. 
Altliough minimal amounts of opium and its 
derivatives are indicated in selected cases, other 
sedative preparations and powders acting as 
adsorbents will often do much to allay intes- 
tinal peristalsis and thus create intestinal rest. 
The second important measure of therapy is 
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to improve bodily resistance to a severe infec- 
tion and to replace the tremendous losses of 
food, especially proteins and vitamins, sustained 
in an active diarrhea. Thus a diet rich in calo- 
ries, proteins, and vitamins and low in residue 
is desired; however, it may be necessary to ap- 
proach this very gradually because during the 
fulminating stages of the disease it is often 
necessary to withhold food by mouth entirely. 
It may be necessary to begin by feeding peror- 
ally, gradually increasing the food intake very 
cautiously until finally, in the more chronic 
stages of die disease, a diet based on the fore- 
going principles and containing well over 100 
gm. of protein and extra amounts of vitamins 
is allowed. 

Further protection against streptococcal 
ulcerative colitis is achieved by the cautious ad- 
ministration of an antistreptococcal vaccine. 
This can- be given in increasing amounts, the 
injections being maintained always under the 
point of any local or systemic reaction. 

Since most of these patients will come under 
the physician’s observadon after there has been 
considerable loss of blood, anemia will almost 
invariably be present and may reach profound 
degrees. Hence the fourth method of combat- 
ing the condition will be the administration of 
repeated blood transfusions. The average pa- 
tient will tolerate a series of small transfusions, 
for example, 200 to 300 cc. of blood, better than 
die larger amounts of blood commonly given, 
that is, 500 cc. The various preparations of iron 
commonly administered to patients suffering 
from the hypochromic type of anemia are so 
often intestinal irritants that, when used, they 
should be given in minimal amounts and ad- 
ministered with great caudon. 

Various drugs of the sulfonamide scries such 
as ncoprontosil, sulfasuxidine, sulfaguanidine, 
and sulfathalidine have had ample trial in com- 
bating the active stages of streptococcal ulcera- 
tive colitis. So far, ncoprontosil seems to be the 
drug of choice of this scries for this type of 
colitis, with sulfathalidine following close be- 
hind in efficacy. The average amounts adminis- 
tered may range from 50 to 120 gr. (3.2 to 8 
gm.), given in divided doses daily. 
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Penicillin has had ample trial in this form of 
ulcerative colitis. It has been found most effec- 
tive among the severely ill patients who have 
all the concomitants of fever and other symp- 
toms indicating a septic process. Large doses, 
at least 50,000 units every three hours, are indi- 
cated. Other antibiotics, such as streptomycin, 
have not met with such .success, and reasonably. 


R emoval of foci of infection, such as ob- 
vious ones in tonsils and teeth, is of prime 
importance in combaring this infection. Many 
other measures will be utilized in the manage- 
ment of individual cases of this form of colitis. 

The disease has two definite surgical phases. 
The one phase concerns itself with supportive 
measures, such as the drainage of a perirectal 
abscess or of an abscess resulting from a walled- 
off perforation; the other is in the nature of 
curative surgical treatment — namely, ileostomy 
followed by subtotal or total colectomv. 
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From a study of a series of 185 consecutive 
cases of ileostomy review'ed by Drs. Pemberton, 
Ashburn, Lindalil, and myself, a review of 
which was published in the Annals of hiternal 
Medicine in January 1943, and from our experi- 
ence in observing these patients, it has become 
apparent diat ileostomy and other subsequent 
surgical treatment are best limited to compli- 
cations of ulcerative colitis such as extensive 
perirectal infection with abscess and fistula, 
intestinal stricture, extensive secondary polypo- 
sis, a walled-off colonic perforation, secondary 
malignant neoplasia, and the occasional case 
of severe arthritis. Then, of course, ileostomy is 
performed, not for ulcerative colitis, but rather 
for anodier condition complicating the ulcera- 
tive colitis. Only occasionally will ileostomy 
be indicated for die so-called intractable ulcera- 
tive colitis. Hardly ever will it be indicated for 
severe, fulminating ulcerative colitis, to which 
I have referred repeatedly. 

ULCERATIVE COLITIS DUE TO THE VIRUS OF 
LYMPHOGRANULOMA 

Another form of ulcerative colitis in which 
the lesions are limited to the large intestine is 
that caused by die virus of venereal lympho- 
granuloma. Here again the lesions start in the 
rectum and distal segments of the large intes- 
tine. The disease also affects the wall of the 
bowel but involves not only the wall but also 
lymphatic structures around it. Thus, a condi- 
tion develops in which diere is a stiff tube 
which, dirough the proctoscope, feels and looks 
like perirectal inflammation. There may be 
multiple small sinuses from the mucous mem- 
brane to die deeper structures, and thus a rather 
definite proctoscopic and roentgenologic pic- 
ture results. The disease will be limited to the 
rectum and rectosigmoid structures, and the 
normal bowel will be reached much more ab- 
ruptly dian in the streptococcal variety. Almost 
invariably the patient will feel generally well 
and his complaints will be mostly in reference 
to die local rectal condition. 

The diagnosis in this type of case will depend 
largely on die history of previous venereal in- 



Figure 8. The abrupt transition from the dis- 
eased to normal bowel in the rectosigmoid region of 
a patient suffering from ulcerative colitis due to the 
virus of venereal lymphogranuloma. 

fection, possibly the presence of. buboes, and 
very commonly among women the presence of 
preceding vulval lesions. The Frei reaction will 
be positive. But even if these conditions exist, 
the diagnosis of colitis due to the virus of ve- 
nereal lymphogranuloma is not tenable if char- 
acteristic lesions of the rectum do not exist. 

I T USED to be said that “When a patient once 
has an infection by the virus of lymphopathia 
venereum, he will always die with it but never 
from it.” The advent of the sulfonamide com- 
pounds may well change this dictum. Sul- 
fathiazole, sulfasuxidine, and sulfaguanidine 
have been particularly efficacious in the treat- 
ment of this infection. The latter two, because 
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of their relative lack of toxicity and minimal 
systemic absorption or ready excretion, have 
been particularly useful since they can be ad- 
ministered in fairly large doses over a long 
period. Ten to fifteen grams of one of the drugs 
have been administered daily for weeks to sev- 
eral months in selected cases resulting in a grad- 
ual reduction of the bloody rectal discharges. 
The stools have even become soft to formed, ap- 
proaching normalcy not only in their consis- 
tency but also in their numbers. The intestinal 
wall has become softer and more pliable and 
the rectal lumen has gradually enlarged. 

When the stricture of the rectum has reached 
a stage at which the fibrotic elements are in the 
ascendency and little seems to be accomplished 
by medical treatment, surgical intervention 
may become advisable. Since the progress of 
this disease is exceedingly slow and since the 
lesions even in the late stages usually remain 
confined to the rectum and sigmoid, colostomy 
in the left half of the large intestine and usual- 
ly in the upper part of the sigmoid is sufficient 
to control the condition and to give relief from 
any obstructive features. 

ULCERATIVE COLITIS OF UNKNOWN ORIGIN 

There still exists a fairly large group of pa- 
tients who have ulcerative colitis of unknown 
origin. Those who still cling to the terms “non- 
specific” or “idiopathic” might well apply them 
to these groups of cases; however, the phrase 
“of unknown origin” can be much more suit- 
ably applied. 

Here again the ulcerative disease may be ex- 
tensive, involving long stretches of small and 
large intestine; on the other hand, it may in- 
volve only the rectum and sigmoid. Whatever 
segment is involved, the appearance of the 
lesions is at variance with those of the condi- 
tions described which have a specific cause and 
strikingly at variance with die appearance of 
the bowel in the streptococcal variety of ulcera- 
tive colitis. Agglutination of Shigella para- 
dysenteriae will be absent. Cultures made from 
the lesions and examinations of the stools will 
not be diagnostic. The lesions will be distrib- 


uted irregularly and tend to resemble those of 
amebiasis or tuberculosis. Yet, one usually will 
detect differences. The differences are some- 
times hard to describe and it has been said that 
the ulcers are characteristic by being so unchar- 
acteristic. The same thing will hold true for the 
roentgenologic examination. This is the group 
of cases that will particularly tax the physician’s 
ingenuity and the response to one form of 
therapy or another will often be minimal. 

REGIONAL ULCERATIVE COLITIS 

Another form of ulcerative colitis which may 
or may not be of similar origin to die last de- 
scribed has been designated as a regional type 
of ulcerative colitis. The lesions involve isolated 
segments of intestine and may involve any seg- 
ment, much in the manner of regional ileitis 
except that here the site of the disease is die 
colon. The lesion may be subacute or chronic 
and usually is quite destructive. However, there 
may also be evidence of hyperplastic changes. 
Commonly, segments of the intestine from 6 
to 12 inches (15 to 30 cm.) long are found to 
be involved, with entirely normal bowel distal 
and proximal to the lesion, and the rectum is 
never involved. In other words, diis segmental 
type of colitis involves regions of the large in- 
testine above the view of the sigmoidoscope. 
The wall of the involved segment is also stiff 
and thickened, but the involvement is not as 
diffuse, regular and smooth as in the strepto- 
coccal type of ulcerative colitis. Thus, the 
roentgenologic examination is die most im- 
portant objective mediod of establishing a 
diagnosis. 


U sually such a regional type of colitis re- 
mains localized to a segment of large in- 
testine for months or years. Very occasionally, 
however, it has been known to spread orad and 
caudad so that ultimately even the distal por- 
tion of the ileum has become involved. This 
outcome has initiated a difficult situation, in- 
deed, and has always brought up the question 
whether this and so-called regional ileitis may 
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Figure 9. Involvement of most of the ascending 
and transverse colon by ulcerative colitis. 


Figure 10. Fairly active ulcerative colitis of the 
descending colon. 


not be die same or closely related conditions. 
However, the fact diat regional ulcerative 
colitis usually remains localized to the large in- 
testine, whereas regional, ileitis commonly 
spreads from the ileum proximad to involve 
the jejunum and distad to involve die cecum 
and ascending colon, would seem to point to 
their being separate entities. 

In these cases the medical treatment is large- 
ly confined to the problem of rehabilitation for 
future surgical treatment. If the patient has 
fever and odier concomitants of an active in- 
fectious disease the preoperative administration 
of sulfasuxidine in large amounts for days or 
weeks is indicated. If the patient has lost much 
weight and is anemic, these conditions should 
be corrected. Every known measure of therapy 
should be invoked to bring the patient to the 


best state of nutrition and to reduce the infec- 
tion to a minimum before resection is under- 
taken. 


ALLERGIC COLITIS AND AN INTESTINAL DISORDER 
OF THE NATURE OF A DEFICIENCY SYNDROME 

The type of intestinal disorder of the nature 
of a deficiency syndrome, other than sprue and 
pellagra, should actually not be discussed here. 
It is brought up only because there are still 
some who feel that the deficiency state plays 
a primary role in some of the types of ulcera- 
tive colitis which have been discussed. The his- 
tory of patients suffering from an intestinal 
disorder in which a food deficiency is impor- 
tant is usually characteristic. Such persons may 
have gone for mondis or years on an inade- 
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quate dietary regimen. The result may be 
atrophy of the intestinal wall. The appearance 
of the bowel through the sigmoidoscope may 
suggest diffuse hyperemia. No real ulcers will 
be present. The roentgenogram may show dila- 
tation of the large intestine with minimal 
changes of the mucosal pattern in the form of 
what appears to be a “fuzziness” of tlie mucous 
membrane. In tlie small intestine a typical pat- 
tern of barium puddling and segmentation will 
be observed. 

What has been said about the deficiency 
syndrome affecting tlte intestine might also be 
applied to so-called allergic colitis. Everyone 
will accept the fact that there are patients who 
exhibit symptoms of intestinal allergy. Few 
will be impressed by the thought that such an 
allergy is a primary factor in ulcerative intes- 
tinal disease. It seems obvious that occasionally 
in severe cases of intestinal allergy, mucosal 
abrasions may occur so that ulcers of a tran- 
sient nature may be present. There is, however, 
little or no evidence available that these form 
the basis of a type of ulcerative colitis. It would 
seem better to consider intestinal allergy as a 
condition quite apart from the great problem 
of ulcerative enterocolitis. However, it is well 
to realize that intestinal allergy may play a part 
in many ulcerative intestinal inflammations but 
that it is not necessarily causative in any of 
them. 

The treatment of these two conditions would 
seem obvious. 


SUMMARY 

The fact that tliere are many varieties of 
ulcerative colitis has been emphasized. It is of 
the utmost importance that the nature and 
cause of the disease in a given case be estab- 
lished as nearly as possible. Each form of colitis 
described has some charactcrisdc feamres which 
set it apart from the others. In the streptococcal 
variety, the diffuseness of involvement and the 
typical proctoscopic picture together with the 
finding of the streptococcus are important. In 
the amebic variety, the presence of Endamoeba 
histolytica is essential. In tuberculous colitis, 
the presence of Mycobacterium mberculosis, 
together with the typical roentgenologic ob- 
servations, is diagnostic. In colitis due to virus 
of venereal lymphogranuloma, the positive 
Frei reaction and the characteristic appearance 
of the lesions are essential features. In colitis 
due to Shigella paradysenteriae, significant ag- 
glutination titer of die blood serum is die out- 
standing characteristic. In colitis associated with 
a deficiency state, the history is all-important. 
In so-called allergic colitis, die allergic reactions 
of the patient will be helpful. In the groups of 
unknown cause and of the regional type, much 
meticulous, careful study is required. It is im- 
portant that cases of the latter types be care- 
fully distinguished from ulcerative colitis of 
specific cause, since the treatment for each type 
varies significantly from that for other types; 
therefore, one cannot stress too greatly the im- 
portance of a careful differential diagnosis. 
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T here have been many attempts to clas- 
sify obesity as an aid to distinguish the 
types or to suggest the use of a tliera- 
peutic approach. There is so much controversial 
argument and experimental data to verify, that 
I beg your apology for attempting to suggest 
classification. I do so, however, in order to set 
forth one or two points that I feel are worthy 
of your consideration in reference to this sub- 
ject as you approach treatment. 

I imagine that Epstein’s classification perhaps 
is more real when he says that types of patients 
can be classified who inspire envy or provoke 
laughter or call fortli sympathy. Perhaps we 
would agree to such a classification. Before I dis- 
cuss classification, I want to bring out one inter- 
esting phase in reference to the hypothalamic 
obesities, based supposedly upon the foundation 
laid by clinicians who described lesions of the 
hypophyseal hypothalamic regions in obese 
human subjects. 

We recall that the hypothalamic obesities 
were first described by Mohr in 1840 in a 57- 
year-old woman who became remarkably obese 
within a year before her death. An autopsy 
revealed a hypophyseal tumor large enough to 
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deform the sella and to distort and compress 
the base of the brain, including the cerebral 
peduncles, optic nerves and chiasma, and the 
region of the hypothalamus. No attempt was 
made either to explain the excessive deposition 
of fat or to distinguish between the hypophy- 
seal and the hypothalamic injury. 

By the time Frohlich’s famous paper was 
published in 1901, nine similar reports had al- 
ready appeared. Frohlich considered the essen- 
tial symptoms of the disease to be adiposity and 
genital underdevelopment caused by pituitary 
involvement that failed to produce acromegaly. 
His theory of the hypophyseal origin of the 
condition, although now completely discred- 
ited, was supported by the experimental study 
of Crowe, Cushing, Homans, Bell, and Dott. 

Three years later, in 1904, Erdheim ques- 
tioned the validity of Frohlich’s theory, point- 
ing out that in certain cases of this type of 
obesity the hypophysis had been found to be 
relatively undamaged, that no particular type 
of tumor had been found responsible, and that 
compression of the base of the brain was in- 
variably present whenever adiposity had been 
noted. 

Erdheim, therefore, concluded that a neural 
lesion produced the condition, altliough he was 
not able to identify the structure concerned. 
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His thesis received experimental substantiation 
when in 1912 Aschner observed adiposity in 
dogs subjected to hypophyseal operations which 
were subsequently found to have injured the 
infundibulum also. Aschner’s results were con- 
firmed by Bailey and Bremer and by Camus 
and Roussy. The matter was considered to be 
controversial, however, until Smith reported 
that no obesity followed lesions restricted to the 
hypophysis of rats, although obesity appeared 
in rats with concomitant hypophyseal and 
hypothalamic damage. Grafe, Grunthal, Big- 
gart and Alexander, Hetherington, and Ran- 
son more recently confirmed Smith’s previous 
observations. 

Hetherington, and Hetherington and Ran- 
son, with the aid of the Horsley-Clarke instru- 
ment, produced hypothalamic obesity in rats, 
in which for the first time direct hypophyseal 
involvement was avoided. Hedierington and 
Ranson also reported their success in producing 
typical hypothalamic obesity in hypophysec- 
tomized rats. Their studies lead to the conclu- 
sion that pituitary damage is important in tlie 
etiology of obesity only in so far as it may be 
one cause of hypothalamic pathology by pres- 
sure or by infiltration with tumor. 

I review that phase because, of course, the 
work of Long at Yale and his associates, so 
beautifully carried out by utilizing Ranson’s 
teclinical procedure to produce the obesity, 
studied the end results of obesity, which are 
vital to all of us and which empliasize the fact 
that we, as physicians, are concerned not with 
the question of grace nor widi the figure, even 
though it may appeal to our esthetic senses, but 
with the influence of obesity on longevity and 
the production of associated sequelae. The ex- 
perimental animals used in Long’s studies at 
Yale revealed how these hypothalamic le.sions 
increased the appetite, produced chronic glom- 
erulonephritis, cau,scd hypertrophy and dilata- 
tion of the gastrointestinal tract, increased the 
size and weight of the liver, decreased the 
weight of the ovaries, and brought about 
changes in sex characteristics in the animals. 

The old classification of exogenous obesity 
as verified by Newburgh at Michigan — to wit. 
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that if we overeat and underexercise, we are 
naturally going to follow the law of conserva- 
tion of energy and gain weight — is always a 
most significant factor in any obesity in adults. 
The endogenous factors are supposedly dis- 
orders of endocrine function. If we break those 
two large groups down, we find that from the 
standpoint of endocrinopathies we consider 
primarily thyroid, pituitary, adrenal, and 
gonad. The nervous mechanism which has been 
emphasized by Bernhart, Wilder, and others I 
shall briefly refer to later. I am sure you arc 
thoroughly familiar with the various phases of 
defective water metabolism and defective salt 
metabolism as factors which may influence the 
scale. 


T he amount and the kind of food that one 
eats are naturally prime factors in the pro- 
duction of obesity. Interesting sidelights have 
been thrown on the so-called exogenous factors 
by those individuals who prefer to give exceed- 
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ingly high protein intake. This group bases 
such a procedure upon the assumption that the 
specific dynamic action of protein stimulates 
the rate of oxidation of tissue, and they cite as 
an example experimental data on such amino 
acids as phenylalanine, in which we can, of 
course, get the definite specific dynamic action 
of that type of food. Another reason for giving 
a high protein diet is tliat satiety or a sense of 
satisfaction is derived, giving the patient a feel- 
ing of security. 

I don’t question that the obese individual 
means to be honest when he tells you that he 
is a small eater, but sometimes he forgets to 
tell you that it isn’t a question of three meals 
a day being small; he forgets to discuss interval 
feedings in which he indulges. One wonders 
sometimes whether or not tliere is some defec- 
tive mechanism of carbohydrate metabolism 
comparable to hyperinsulinism which stimu- 
lates tlie hunger desire to compensate by food. 

I shall briefly review the endocrinologic fac- 
tors. To start with, there is the hypofunctioning 
of the thyroid, which, when it exists, justifies 
the adjunct therapy of thyroid. It is interesting 
how few times there is actually a myxedema 
or marked hypothyroidism associated with 
obesity when, following the suggestion of Evans 
and Strang, we calculate on the basis of the 
tissue actually entering into the intermediary 
metabolism and disregard some of the extra 
avoirdupois which should not enter into the 
estimated rate. Thus, in calculating die basal 
metabolism, it is very proper to take the ex- 
pected weight into the calculation for the 
height, age, and sex rather than the extra 
avoirdupois or obesity, and in so doing, very 
rarely do we find, unless there is actually a 
myxedema, that die average patient with obe- 
sity has a hypothyroidism associated. There is 
very little to verify the old luxus consumption 
effort in relation to metabolism. 

It is interesting to study the work of adrenal 
hyperfunction which has justified the adrena- 
lectomies and studies of hormones which sup- 
posedly fix blood fats and aid their deposition. 
Also of interest are the various forms of 
pituitary dysfunction, the adiposogenitalis of 


youth, the adiposis dolorosa disease in the .adult, 
Cushing’s disease, some of the studies of the 
hormones liberated by die anterior lobe which 
are supposed to aid the deposition of flesh, and 
the interesting gonad hypofunction and their 
influence on obesity. 

As to the nervous or central organs, Weir 
Mitchell in 1880 called attention to the possi- 
bility of there being a fat center in the posterior 
part of the medulla. The experimental hypo- 
physeal and hypothalamic work, which was 
discussed briefly at the beginning of diis paper, 
emphasizes the necessity of having a sane view- 
point of the controversial data, both experi- 
mental and human, regarding the conditions 
for the deposition of fat. The central theory, 
held both by Bernhart and by Wilder, is that 
somewhere in the brain, in the visceral nuclei 
of the tubercinereum in die walls of the fourth 
ventricle, there -is supposed to be pathology that 
influences obesity. 


TABLE 1 


Typical Foods to Avoid in Reduction Diets 


Sugar and all sweets 
Starches, such as 
Bread 
Cereals 
Macaroni 
Spaghetti 
Pastry, pie, cakes 
Sweet desserts 
Fats, such as 
Butter 
Salad oils 


Cream 

Vegetables high in 
carbohydrates, such as 
Potato 

Shelled peas 
Shelled beans 

Meats high in fat, such as 
Pork 

Lamb chops with 
large amounts of fat 


I RRESPECTIVE of wliat the appearance suggests 
as to the etiologic factors behind the case, we 
have very definite methods diat we believe are 
justifiable in the approach to the jeduction 
therapy. We must, of course, study very care- 
fully each individual’s food habits and drink 
habits. We must complete our diagnostic ex- 
amination so that if adjunct therapy is neces- 
sary we do not neglect it after an effort has 
been made to curtail food intake. ' 

We must calculate a diet for each patient, 
and, most important — just as it is in the success- 
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ful control of diabetes — is the necessity to 
educate the patient and follow through his 
problem in order to sustain our efforts. 

Of course, we are not discussing at the mo- 
ment the ordinary type of mild excessive weight 
that justifies only your attention to the typical 
food the patient must avoid — all the obvious 
starches, pastries, pies, candies, etc., that natural- 
ly are high in caloric value and of no use to 
the patient e.xcept to pile flesh upon him. (See 
Table i). 


TABLE 2 

Typical Foods Allowed jn Reduction Diets 


Egg 

Milk, skimmed and butter- 
milk 

Meat, lean 

Meats, low in far, sucli as 
Chicken, lean portion 
Liver 


Fish, other than salmon 

Shrimp 

Crabmeat 

Fruit, and lo^ 
Vegetables, and 67 <‘ 
Clear soup 


In Table 2 we emphasize the type of food 
allowed (and this is only a rough qualitative 
suggestion): skimmed milk or buttermilk; 
eggs; lean meats; meats low in fat, such as 
chicken; fish other tlian salmon, which is high 
in fat; fruit and vegetables, choosing the 5 to 
10 per cent fruits and tlie 3 to 6 per cent vege- 
mbles; clear soups. These foods, as you readily 
understand, are low in their caloric value and 
yet are adequate in their protective mechanism 
as far as vitamins are concerned. 

However, our primary concern is with diose 
stubborn cases that require a definite weighed 
regimen. The patient must be taught how to 
follow that regimen. We have, of course, two 
general types of systems for this purpose. One 
is the mild reduction regimen which is fol- 
lowed in almost every ca.se, and the other in- 
cludes the rather radical regimens such as have 
been suggested by Evans and Strang and others, 
which advocate tremendous reductions in calo- 
ric intake and very radical reductions in the 
carbobydratc-protcin-fat content. 


We are attempting to establish daily habits, 
not to make a dramatic reduction and forget 
the patient. Therefore, it is necessary to estab- 
lish new methods of metabolic changes in the 
patient. 


O NE can in two sentences describe a method 
for instituting a proper reduction regimen. 
Primarily, it involves taking into consideration 
not only the weight the patient presents, but 
also the expected reduction, which may be any- 
where from 10 to 40 pounds as the first step. 
On that basis, we should give i gram of protein 
per kilogram of expected body weight. 

The amount of calories in the diet will be 
anywhere from 800 or 900 to 1400, depending 
upon the problem. The calories required by 
the patient will determine the amount of fat 
in the diet. 

The second important point, apart from the 
protein is the question of the proper amount of 
carbohydrate. Evans and Strang pointed out 
that 0.6 gram per kilogram of e.xpected weight 
reduction is adequate to protect the interme- 
diary phases of metabolism, but in our experi- 
ence we feel that to protect the antiketogenic 
fraction of the protein molecule properly we 
must give approximately 0.85 to 1.5 grams of 
carbohydrate per kilogram. We must keep in 
mind the glycogen reserve factors in order to 
protect tlie antiketogenic fraction of tlie protein 
molecule and give a total oxidizing mixture of 
die reduction regimen that will attempt to 
maintain a balance between keto- and anti- 
ketogenic factors. Why? Because we arc pri- 
marily interested in a reduction regimen which 
will give the patient the correct amount of 
protein and carbohydrate. If the amount is not 
correct, it will disturb the nitrogen equilibrium 
and interfere with the excretion of the water 
that results from the oxidation of the fat tissue. 
That factor of water balance is exceedingly im- 
portant as to the total burning mixture. It has 
nothing to do, as you know, with the water 
taken bv mouth. Thirst is the answer to that 
phase of restriction. 

If we had an individual of 200 pounds w hom 



i 82 


POSTGRADUATE MEDICINE 


we were going to step down in a reduction 
effort to i6o, we would set up a diet, on die 
basis of die above calculation, of 6o grams of 
carbohydrate, approximately 70 of protein, and 
40 of fat, which would amount to approximate- 
ly 900 calories. Such a diet, in which the vitamin 

TABLE 3 

Typical Reduction Menu 

Brcakjast 

Orange, sliced (8o) 

Graham bread, for toast (15) 

Eggs, two, scrambled 
Butter (8) 

Coffee or tea 

Dinner 

Tenderloin steak (90), with mushrooms (50) 
Cauliflower (75) 

Salad: lettuce (ao), sliced tomato (80) (mineral oil 
mayonnaise) 

Fruit cup: grapefruit (40), pineapple (40) 

Skim milk (150) 

Supper 

Cottage cheese (60) 

Spinach (75) 

Salad; chicken (30), celery (50), lettuce (50) 
Strawberries (70) 

Skim milk (150) 

Note: Carbohydrate, 60. Protein, 72. Fat, 40. Calories, 
888. Vitamins, adequate. Minerals: Ca 0.88. P 1.16. Fe 
9.916. 

content is sufficient and the minerals are ade- 
quate (as stipulated in Table 3), does not neces- 
sitate the incorporation of the mineral salts and 
the vitamin supplements that are necessary 
whenever the caloric intake falls below 800, 
such as is advocated by certain groups who 
believe in the radical, intensive reduction ef- 
forts. One can see at a glance that it is not an 
impossible intake, and that it is a diet which the 
patient can follow for an indefinite period of 
time in perfect comfort. 


T he case that I shall discuss is an example 
of what I am attempting to survey, hastily 
and briefly. This patient before treatment 
weighed 298 pounds, and at present weighs 170 


pounds. There are several important factors in 
the regimen I suggest: namely, the patient 
should be satisfied with what he is getting, he 
should be able to carry on his work without 
the hunger factors, and there should be the 
actual oxidation of the fat where the fat is. I 
want to emphasize the last factor, since it is 
important not to reduce an individual too 
hastily, and to give the tissues, particularly in 
the adult, time to compensate in their elasticity 
from the oxidized flesh. Otherwise, we see a 
patient with a haggard, wrinkled, worndown, 
wrung-out appearance. 

There are a few points about this patient 
I should like to call to your attention. She has 
had two phases of her reduction program. We 
saw her first some fifteen years ago, at which 
time she weighed 298 pounds. At that time she 
was reduced 141 pounds to 157. 

She had a hyperthyroidism with her 298 
pounds and was not losing weight. I think die 
patient will verify that at the time we had some 
interesting discussions with Dr. Henry Plum- 
mer, now deceased, who refused to proceed 
with the recommendation of thyroidectomy at 
that time because of the 298 pounds and other 
factors which were not compatible widi the or- 
dinarily expected clinical signs and symptoms 
of hyperthyroidism. Nevertheless, after consid- 
erable persuasion Dr. Pemberton removed the 
thyroid and we proceeded with die reduction 
to 157 pounds. 

One interesting thing is that, at the age, I 
believe, of 35 or 36, never having been pregnant 
and having had but three menstrual periods in 
her life to that point, she promptly became 
pregnant and has a very healthy young daugh- 
ter who is around 12 or 15 years old now. 

The second point about this patient that I 
should like to emphasize is that following the 
development and approach of the menopause 
phase, which came into the picture -approxi- 
mately two or three, possibly four years ago, 
diere was a gradual return to the weight of 
about 254 pounds in her second episode. We 
have now reduced her weight to 170 pounds. 

I want you to note the patient’s reaction to 
a few questions that. I shall ask her. 
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DR. barborka: In the first place, I should like 
you to tell the audience what you think of the 
rigid regimen you followed. Have you felt, 
through tliose many months of a gradu.il re- 
duction, hunger or starvation.' 

THE patient: No. 

DR. barborka: What has been the feeling.? 

THE patient: I am getting too much food. 

DR. barborka: That statement has always in- 
terested me, because with the type of reduction 
we suggest, giving the quantitative amounts 
that I outlined a moment ago, these patients 
invariably will tell you, “Doctor, I am getting 
too much food. This is more than I eat in the 
sense of satiety or satisfaction.” That is very 
comforting to the doctor, because I quite admit 
that when you glance at the proportions of re- 
striction, you might think, “How are we going 
to get along with that amount of food ?” This 
patient not only got along with that amount 
of food but carried on a very active life in her 
home. 

Secondly, I wonder whether or not at this 
stage you feel you can carry through and not 
become careless again, or are you tempted? 

THE patient: Never. 

dr. barborka: Is that second resolution going 
to hold 

THE patient: That’s right. 

dr. barborka: There are one or two more 
points that I should like to discuss, namely, the 
collateral or adjunct therapy that we might 
consider justifiable in stimulating metabolism. 
I think perhaps we can say two things may be 
justified, and occasionally a third. They are, 
first, exercise, which is perfectly logical, and, 
second, cold baths when there is no cardiovas- 
cular disease to contraindicate such baths. 

A third point is open to question and in- 
volves the consideration primarily of three 
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drugs. The first is thyroid. Many of you are 
familiar with the fact that Naunyn would give 
10, 15, 30 grains of thyroid per day; his method 
of observing whether that was toxic was merely 
to sec the patient, seat him for a few moments, 
and, if tlie pulse did not exceed 90, carry on. 
I admit that that amount of thyroid probably 
would give the doctor a very dramatic result, 
but I fear for the collateral involvement from 
such procedures. We never use thyroid except 
in cases in which there is obvious evidence of 
associated hypothryoidism or a normal metab- 
olism, but with a slow pulse, low blood pres- 
sure, sluggishness, dry skin, or other factors 
suggestive of its justification. There may be a 
phase where there is a remission from reduc- 
tion, and, as we know, there is always a steplike 
fall of little ups and downs. We never weigh 
every day; we weigh only at a similar time and 
under similar conditions once a week, because 
of those fluctuations. 

I am bitterly opposed to even the tliought of 
dinitrophcnol and 1 do not use benzedrine or 
other factors in an effort to curb the appetite 
and produce euphoria. These drugs are not 
necessary, as the case I have presented reveals, 
if the proportionate intake is enough to main- 
tain the intermediary burning processes in a 
protective sense. 

There are still many factors that are not clear 
and I merely briefly mention two or three 
points that we must learn more about. First, 
why in certain cases does fat accumulate selec- 
tively in certain regions of the body ? Why is the 
fat of lipoma so resistant to the withdrawal dur- 
ing starvation methods? Third, why in starva- 
tion is there so much greater loss of fat from the 
upper half of the body radier than from the 
fat of the thighs or tlie buttocks where there 
seems to be such a universal predisposition. 
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I T MAY seem strange for a man whose field 
is traumatic surgery in general to discuss 
the subject of traumatic neuroses. However, 
it is not so strange when one realizes how great 
this problem of neuroses has become. It now 
impinges upon every specialty and affects the 
general practitioner, the general surgeon, and 
the internist. 

As Medical Director of the New York City 
Transit System, I am well aware of the great 
problem it has been to fit men back into their 
former jobs. Regardless of whether a dis- 
charged soldier is physically or mentally in- 
capable of going back to work, the law requires 
us to give him back some job, and it should. 
Therefore, in discussing this subject I am draw- 
ing on the knowledge gained from my private 
practice and also from my contacts with re- 
turning soldiers. 

Traumatic neuroses are so-called functional 
disturbances of the nervous system. They are 
frequently encountered in trauma, but not less 
often in nontraumatic and even in medical 
conditions. A great many people think diat the 
prefix “traumatic” should not be used at all be- 
cause diese neuroses may result from so many 
other conditions, but diis name has existed for 
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such a long time that I don’t think anybody can 
change it. 

The symptoms are very diverse. Years ago, 
as far back as 1874, there was another name 
for it. It was called “railroad spine” and it was 
thought to be typical of railroad accidents, par- 
ticularly rear-end collisions in which the man 
would be jarred and his back would be hurt 
so that he had a set of symptoms related to his 
back. It also was known as Erichsen’s disease, 
and for years it has been called the American 
disease because our people for some reason or 
other have been very prone to it. 

All sorts of extreme views have been enter- 
tained in regard to this condition. Some people 
say it is an entity of its own, and a very severe 
thing; other people say that there isn’t any 
such thing — it is created, it is due to sugges- 
tion, it is due to litigation it is due to “com- 
pensationitis,” or it is manufactured for the 
purposes of a lawsuit. 

Don’t take either of diose extreme views; 
the condition does exist. It occurs in all races; 
it occurs at all ages; it occurs as the outcome, 
sometimes, of the more trivial type of injury; 
it occurs very rarely as the outcome of a se- 
vere injury. I almost never have seen a man 
with a severe injury, not even excepting frac- 
ture of a spine or fracture of a skull, develop 
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a traumatic neurosis, but I have seen a great 
many occur from the most trivial of injuries, 
even in some cases when the individual did 
not have a mark on his body. So then 1 say to 
you that the sights and the sounds, the narra- 
tion of the occurrence, the reading of it in a 
newspaper, die hearing of it from somebody 
else, are often, in a susceptible person, just as 
potent an actuating cause and source as if that 
individual had been in a falling elevator com- 
ing down from the top of a building, or in a 
rear-end collision of trains in our subway tun- 
nels in New York. 

Neither the extent nor die site of the damage 
is any measure of the neurologic effect. There 
is no special part of the body which, when af- 
fected, inevitably produces a traumatic neurosis. 

These neuroses are divided into two general 
classifications: (i) the neurasthenic, and (2) 
the hysterical. 


N ow, a definition. Neuros: nerve. Asthenia: 

weakness. Neurasthenia: nerve weakness. 
Nerve weakness is the essense of neurasthenic, 
nervous instability, and incapacity for sustained 
effort; there may be a large group of emotional 
symptoms and very few objective symptoms. 
There are a number of names for this condi- 
tion now — anxiety neurosis, fear neuroses, es- 
cape neurosis, frustration neurosis. But, part 
and parcel, it is just the same thing as it was 
years ago, motivated by tbe same things, based 
on die same nervous incapacity to “take it” 
under the influence of stress and strain. 

What is hysteria? It is functional disease of 
the central nervous system which is character- 
ized by certain essential things: First, the stig- 
mata. They are the things with which the in- 
dividual is born; he has always had them; he 
may know nothing about it until some inci- 
dent or some examination brings it out. What 
are the stigmata? Mainly, areas of hypoesthesia 
or anesthesia distributed in various parts of the 
body. Where, chiefly? In cases involving the 
back in three places: (i) over the vertebra 
promincns; (2) in tbe middle of the dorsal 
region; and (3) in the lumbosacral region. 


What do you find when you examine a 
patient with a traumatic neurosis? Let me ad- 
vise you always to examine these people with 
the greatest possible care. Why? Because there 
are some objective things that are beclouded 
by this set of subjective symptoms. Examine 
your case with great care. Don’t neglect it. 
First, the psychology of it. “Well, that doc 
surely went over me. If there was anydiing the 
matter with me he would have found it out.” 

“Doctor, I’ve got a pain in my back. I’ve got 
to twist over in bed and I can’t sleep. If I lift 
or do anything it gives me a terrible crick in 
my back. And doctor, you know another thing 
that bothers me, I have a tremor; my fingers 
shake.” 

How do you reveal this tremor? Hold the 
patient’s hand out. Is it steady? Try it again in 
another way. Bring his fingers together. Do 
they shake? Try it a third way. Take a blotting 
paper and hold it up in the air over the hand. 
Those are three tests for tremor. Has he got it ? 

The other thing the patient says is, “Doctor, 
my heart runs away with me.” Has he got any 
tachycardia? When he first comes into the 
room, is his pulse 90 or 100 or 120? After he 
sits for a while, does it get down to 80 or 84? 

Another diing he will say to you is, “Doctor, 
I sweat.” Are his hands moist? Has he pads 
of perspiration in his axillary region ? 

What does he look like as he comes into your 
place? The attitude is sometimes very telling. 
Docs he look like a' worn, wan individual? 
When he comes in and sits down, is he fairly 
deliberate? Is he careful about this back of his? 
Or does he come in and sit down normally? 
When he takes off his shoes, does he stoop over 
and take them off like anybody else? You ask 
him to walk. Does he walk right or has he a 
little limp? Does he list to one side? If he docs 
and you want to find out whether or not it is 
real, while he is walking say, “Walk back- 
ward.” Try that walking backward test on 
some of your cases. That is a good one. 

You have looked at him; there is your in- 
spection. You have watched how he acts with 
his back. Now you are going to test him for 
sensation. As you go up and down his back 
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you take a marker and put a cross on it wher- 
ever he says it hurts and then come back and 
see if it hurts again. That is the relocation test. 
He ought to hit the target within a couple of 
inches on each side. Has he got it or hasn’t he 
got it Ask the patient to sit down. Just at the 
suggestion of a touch, does he say, “That hurts 
me. Don’t do that.” In traumatic surgery, in 
any kind of a lesion, be careful about the in- 
dividual who has localized tenderness. Local- 
ized tenderness is just as pathognomonic in 
traumatic surgery as it is in general surgery. 
You know what diat means. If a man says that 
his back hurts all over, such pain is not focal, 
it is general, as compared to the man who says, 
“There it is! There it is!” One is general and 
vocal and the otlier is local and focal. Don’t be 
disturbed by the general and the vocal, but be 
awfully careful about the local and the focal; it 
means something. Is your relocation test posi- 
tive when you mark it? 

Ask him to bend forward, backward, to the 
right and to die left, and to swivel around, and 
then ask him to sit down. If he sits down and 
bangs up against the back of the chair, well, 
those local spots are not so tender after all. 

S uppose a case comes to you for examination 
and his story is diat he hurt his arm or his 
leg; he is supposed to have traumatic hysteria. 
What are you going to look for in that type of 
case? This is the kind of case that will have 
two outstanding, major symptoms; These cases 
may be classified as minor hysterias and major 
hysterias. The major hysteria is the kind that 
has die convulsion, the very marked contrac- 
ture, and die absolute paralytic manifestations. 
They are very rare now. In die hysteria minor 
what do you look for? What are die two out- 
standing things you are after ? “I can’t raise my 
arm, Doctor. It’s paralyzed. And it is a funny 
thing, I can stick pins into it or burn it with a 
match, and I can’t feel a diing.” The individ- 
ual has a paresis of his extremity and he has a 
paresis of his sensation, the two outstanding 
things that you look for in the hysteric. 

The patient comes to your examining room. 


this time with a paralyzed arm and a paralyzed 
leg. How does he enter ? How does he take off 
his coat with a paralyzed arm ? Does he shake 
it off both shoulders or does he take it off the 
good side first and then slide it off the other? 
Has he got a dropped wrist, or has she got a 
dropped wrist? (Neurasthenia is more com- 
mon in males than in females; hysteria is more 
common in women than in men). If he has a 
dropped wrist, you should note whether or not 
he wears gloves. If he has gloves on to fit this 
deformity, diose gloves ought to be in a par- 
ticular set of wrinkles by this time. Or has he 
got a dropped foot? If he has a dropped foot, 
those shoes ought to be worn in a very peculiar 
kind of way. Are they ? 

Examine this patient with extreme care and 
test him out for his sensation. You will find 
tliat his sensation will be abolished in certain 
places: the glove area, like a short pair of 
gloves; the long glove; the shoulder area; the 
stocking area — so-called areas of anesthesia. 
Then you test him out for his muscular power. 
Hysterical paralysis is almost never associated 
with atrophy. Even though it has gone on for 
six or eight or ten or twelve months, the 
amount of atrophic disuse is entirely dispro- 
portionate to the alleged extent of the paralysis 
of the muscle or sensation. 

Those are some of the major things'. They tell 
me that 32 per cent of the discharges in the case 
of the soldiers were for such psychoneuroses. 
I wish they had not put the label “psychoneu- 
rosis” on these men. I wish they had called it_ 
nervous instability, because some of these poor 
fellows when they come back say, “Doctor, 
when I was in the Army, when I was in the 
Navy, I was a psycho,” and when they come 
back to go into civil life again and have some 
accident or illness and are lying awake at night 
worrying about that, it will come back to them 
that their officer in the Army or Navy thought 
they were so incapable of carrying out their 
military duty that they were labeled “psycho- 
neurotic.” I think they will stop that before 
long, just as we in World War I stopped the 
designation “shell shock” because the fellows 
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got SO bad then that they used to walk in to see 
us and say, “Doctor, I’ve got shell shock.” 

This psychoneurosis that the men develop 
in the service is precisely the same thing that 
people develop in civil life; there is no differ- 
ence whatsoever. We have found that these 
people in military life reveal exactly the sort of 
thing that they might reveal in civil life: in- 
capacity for sustained effort, incapacity to adapt 
themselves to surroundings, incapacity to take 
it under die rigors of military life, and in some 
of them who have been in the battle zone, jus- 
tifiable fears and terrors under battle influences 
and they break, exactly as they break in civil 
life. 

There is another point I would like to make 
— the compensation role. Look out for the per- 
son who has some reward in view. Look out 
for the individual who is given as much when 


he is off the job, from his compensation and 
from his benefit organization, as he gets when 
he is working; look out for the fellow that you 
send back to light work at his regular salary. 
What would you do and what would I do 
under the same circumstances? Be careful of 
“compensationitis.” It is a very dangerous sort 
of thing. 

First, examine such a patient carefully; sec- 
ond, reassure him as to the diagnosis; third, 
tell him that if he got the injury while playing 
football or baseball or from falling down the 
cellar stairs in his own house, he wouldn’t he 
nearly as bad as he thinks he is. Tell him that 
the vast majority of such cases get well. If he 
has a claim try to get that claim settled by a 
lump sum adjustment, because that is one of 
die best ways to cure the motive and the acti- 
vating factors. 


THE AGE OF AGE 


“We have entered an Age of Age.” In 1850, 12.6 per cent of the population was 45 
years old and older; now over 26 per cent are over 45, and by 19S0 over 40 per cent of the 
popul.ation will be of that age. Babies born this year can expect to live about 66 years; in 
1850 the expectancy was 40 years. By the year 2000 about 90 per cent of all deaths will 
occur among persons who are over 45 years of age. Our maximum population of 153 mil- 
lion will be reached by 1980, when our birth and death rates will be equal. 

Greater .age, more old people, a changing population mean social, economic, and medi- 
cal changes. Heart disease and cancer are the major causes of death today. But for every 
death from circulatory disease, only S0.17 is spent for research in that field. Cancer re- 
.scarch costs $2,00 per death. Infantile paraly.sis is more dramatic, touches the heart and 
purse of philanthropists, who dig up $500.00 for polio research, for every death from that 
disease. 



SCIENTIFIC EXHIBIT 


Longevity and Mortality of Physicians 

LOUIS I. DUBLINS MORTIMER SPmGELMAN^ and ROSCOE G. LELAND^ 


T he following charts present the results 
of a study showing what the men and 
women of the medical profession, dedi- 
cated to protect tlie health of others, have ac- 
complished in protecting their own health. 

The over-all picture shows that the longevity 
of physicians, in spite of their favored position, 
is practically identical with that of the general 
population. This summary statement, however, 
hides some interesting contrasts. Physicians 
under 45 years have a much lower deadi rate 
than the general population of the same ages, 
reflecting their select physical condition and 
their better social-economic status. 

Later in life, physicians have tire higher 
death rate. There are also marked differences 
in regard to causes of death. Mortality from the 
cardiovascular diseases is considerably greater 
than in the general population. On the other 
hand, physicians make the better showing for 

t. Second Vice President and Statistician, Metropolitan Life 
Insurance Company, New York, N. Y. 

2. Metropolitan Life Insurance Company, New York, N.Y. 
3. Chicago, III. 


those conditions in which early recognition 
and expert treatment can effect beneficial re- 
sults. These conditions include cancer, appen- 
dicitis, hernia, peptic ulcers, and diseases of the 
prostate. This demonstration of dre advantage 
of early recognition and care in the treatment 
of disease emphasizes an important message 
for the public in general. 

The charts have additional values. The mor- 
tality rates throw light on the replacement 
needs of the profession. They also indicate the 
desirability of minimizing the strains and 
stresses of the profession so that physicians may 
achieve the benefits which their favorable posi- 
tion makes possible. From a social and eco- 
nomic viewpoint, the untimely death of 
physicians represents a serious waste because of 
the important service that is lost and because 
of die large investment involved. 

REFERENCE 

Dublin, L. I. and Spiegelman, M; The longevity and 
mortality of American physicians, 1938-1942. J.A.M.A. 134: 
1211-1215 (Aug. 9) 1947. 

note: These charts were shown in the Scientific Exhibit at 
the Centennial Session of the American Medical Association in 
Atlantic City, June 9-13, 1947. 
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The mortality of physicians 
under, age 45 has de- 
creased sharply from 1925 
to 1938x1942; the changes' 
after oge 45 have been ' 
relatively small. , 


Deaths per 100.000 ' 

Age . Mote Physlctani ^,25 to 1938-1942 

1938-1942 1925 

2S and over 2,053 2,118 -sH 


25 to 44 . 263 451 -37 1 

- 45 to 64 1.866 ' 1,609 | 

i 65 end ever 7,260 7,352 


•( lets tf«m tmtrt**) 0*4 Hvehfi, Smtrtttn JswrAol •! ewbitc Htalitt. lett 


Recent death rotes of phy- 1 
sicions are lower than in ,'j 
the general population at ' ' | 

ages under 45; at the , J 
higher ages, the death ^ | 

rates of physicians aro the ■ | ' j 


All Causes 

As» Diothi pw 100,000 Molls phjsWoni lo While Malts 

, /hyskloRs 0. 5. WWle 


25 and over - 

2,053 . 

2,022 

,1.02 

25 to 44 

283 

385 

.74 

45 to 64 

1,886 

1,759 

1.07 

65 and over 

7,260 

7,074 

1.03 
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TEN LEADING CAUSES OF DEATH 



Rank Cause of Death 


Percent of 
Total Deaths 



Diseases oi the heprt 
and blood vessets 


54.0 



Concer 


9.7 



Nephritis 


5.9 



Pneumonia and influenia 


S.S 



Accidents 


4.6 



Diabetes mellitus 


2.2 


Suicide 1.9 



Tuberculosis 


1.6 



Cirrhosis of the liver 


1.3 



Diseases of the prostate 


.8 



Ali other causes 12.5 


Total deaths 100.0 


Experience omeng mole phyiUiant, 1938-^194? 





CAUSES OF DEATH 


Physicians have higher death rales from the degenerative 
diseases than the general population, but much lower death 
rates from most infectious dlseoses and surgical conditions. 


Deaths per tOO.OOO Motes ' •Mortality Ratio: Phytidans to White Moles 
, PhysitloM‘-U. S. WMtt ^ 


Physicians hove o 
high morfafify from: 


leukemia . 

n 

7 

' 

Biliary eateull, goll bladder disease 

. 

8 

. ; 

Cerebral hcmerrhoge 

223 

186 

■ 1.20 

DIseosts of heort and coronary , 

. arteries 

«6 - 

7C6 

‘ 1.18 

Arteriostlerasis ■. 

50 

43 

1.16 

Clnhosls of the liver * • ■ ' 

26 

23 

1.11 

•1 

' 1.09 

Pneumonia and thfluenie 

113 

103 

Diabetes mellltus 

44 

<' ■ 

1.08 

SwUlde . 

39 

' 36 

■ ; 1.04 


Physiclons have a ■ 
low mortality from: 


Automobile accidents ' , . 

44 

SO 

.89 

Cancer 

198 

245 

! .81 

Appendicitis 

10 

13 

■ i 

Hernia end Intcstinol obstruction 

12 

16 

i .75 

Nephritis 

122 

166 

.73 

Ulcer of stomach or duodenum 

13 

21 

■ .62 

Accidents (exci.~ automobile] 

51 

84 

, .61 

1 

. Diseases of the prostote 

16 

. 29 ' 

] .54 

Tuberculosis ’ . , , 

_ ;'32 

70 

‘ * .45 

f 

JypMlis 

•9 

V 

i .34 
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{ These closely related de- 
\ generative diseases ac- ; 
! count for 60 percent of the ] 
I total deaths among male' 
i physicioiis.- > 


Distribution of Diseases Wiyhin 
the Cardidvastular-renal Group 


Coronary diseases 20“/,--^ 

^^^^^^MgwgSSvgSwqSQoSoSQSwSgs 

other heat) diseases 20% 

Cerebral hemorrhage 1 1 7« v 


( Chronic nephritis ; 6% 

Arteriosclerosis 2% 
^ Others of this group 1% 

! .•'. All other causes of deoth : 407> 









The death rate from this 

i:-:; 


Physicians 

UtS, White 


group of diseases among 
physicians of .all ages is 

! \ 
1 •' [ rV 

25 and over 

1,225 

1,090^ 

1.12 

12 percent higher them in 






the general population. 

1 

— i T^- ^ 

!,'. ' ' 

■ 2S.to'44 

85 

82 

: 



^ 45'to 64 

1 

1.132 

847. 

1.34 



; 65 and over 

4,547 

4,371 

1-04 
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. i The death rate from can- . ) 
' j cer among pliysicians is 
; ! far below that of the gen- 
,1 eral population. This is 
. 1 probably due to better op- 
j . portunities for early- diag- 
'i nosis and for prompt and 
j expert treatment. • 


i ■ • 

i ' 


Cancer, All Siler 

Age Deaths per 1 00,000 Males Mortality Ratio: Physicians to White Males 
, Physicians ' U. S. White 


f • • , 25 and over . 

■i ','''1 

i ’ 

198 

245 

.81 


0 


^ ' 1 

-f 25fo44 . . 

16 

24 

‘ .67 

t N 1 ^ - 

; -i . 45 to 64 

irz 

238 

.74 

i 65 and over : 

•• , 744 

864 

.86 



'U;'i 

h . ■‘'i 


■1 
•' .1 


Ctnerol population d^cth role* odluttetl lo th» age distribution of mole phY»lc1ant In "1940 
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The digestive organs are 
' by .for ; the ' most frequent 
^ sites of cancer in male 
^ physicians; cancers o! the 
I genital organs rank next. 


fatol Concers According to Site 
I , . Site ■ fcrtent of ell cancers 
44 
•16 

■ Respiratory system 10 IHmilH 
Urinary organs \ 7 

Buccal covity ond ■ I ^ 
phoryrw ^ 

' Other specified organs * 9 
Unspecified organs ' 10 


' 1 I 


^ , ejhe cfealh role from cancer ■ j ^ I 
( for each of the important I ' ) 


• Concer, by Site 
' Deaths per 100,000 Moles 
PhytUlons U. 5. White. 


Morlolity Rollo: 
Physicians to White Males 


sites is lower among phy* ' 
. sicicms then among white 
males generally.. 


C’ /) Genlto-utfnory organs 45 


Respiratory system * ' 20 


Buccal cavity end 
phorynx 


88 

132 

: .67 

45 

49 

.92 

20 

23 

' .90 

8 ■ 

. 14 

.61 
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PHEUMONIA AND INFLUENZA 


; The unportance .01 pneu- 
! monia and influenza as 
■ causes of, death among 
f physicians has decreased 
I , rapidly in recent years. ' 


Pneumonia and Influenza > 
Deaths per 100,000 Physicians 



'V i-', ^ .. pneumonia end Influenin- , - t' 

''•i'Vi ':' '" V .'A -/s* Deaths per 100,00 Males Mortolity Rolio: Physicians to While Males 
... _ ,. 'p|,yj]{|ans 0. S. While ' 'I . ' 

The death rates among . • ^ 


; the higher rates. 
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25 and over 

113 

103 

1.09 

'■ ■ ■ ' . 

■■ ] • 




■'] ■ 25 to' 44 ' ' 
y ' . 

' i •' 

16 

; 22 , 

.73 

i • - 

,j 45 to 64 

■ 1 ' . 

86 

\ - , 82 ; 

1.05 

. ) ' ■ ■ 

y. ■ 65 and over 

433 

370 

1.17 
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TUBERCULOSIS 


,65andov«r 


Mortality Irom tuberculosis omong physicians is 
less than one half that of the general population; 


Tuberctiteih 

D«Qlhr ptr 100,000 ttolti 
Phytkianr! II. $. Whit* 


Mortolity Ratio: Phyrlrieiu to White Males 


32 - 70 A .45 r ■ 


14 48 .29 


,40 88 • . ■ .45 


65 . 93 . .70 




Only 20 percent of aU dootbs from tubercu* 
losis among physidons ore at ages under 45. 
At these ages their death rates ore little 
more them odq fourth those of the general 
population. Tho peak'd the tuberculosis 
rate for physicians is now past age 65. 
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'■Diabeles'Mellitus ■ • 

Age Deaths per 100,000 Males : MoHalify Wtio: Ph^itian5 to White 

.Physltlans, ;-U.S. White k,'_; ,, -'T'. ■” v' 


jrhe death rate from dia- 
betes among pH^dans 
under 65 is lower than in 
the general population. 
This probably reflects 
earlier diagnosis, and 
bettor knowledge, for 
treatment. Among older, 
physidans, ■ their , higher 
mortality m'oy indicate 
more frequent recording of 
the disease. 


.25 and over 


25 to 44 


45 to 64 


65 and over 
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Deaths from All Causes 
per 1,000 Diabetics. , 


The • advantage's ' of early 
diagnosis cmd better treat- 
ment dre also evident' in 
the lower death rates from 
ail causes .among diabetic 
•pbydcicms compared with 
tabetics, generally. 


Physldons” . 
Ait patients 


Physicians 
All patients 


Pbysitions 
Ail patients 
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DIABETES MELLITUS 








GEOGRAPHIC VARIATIONS IN MORTALITY 



The death rates are lowest among physicians in the: : * 
Noithenr States oi the Midwest. and highest among, 
those in, the Southeastern States. This geographic ; j 
variation in raortality conforms closely with that bi i 
the general population. ‘ 


All death rotes odjusted le the age distribution of 
male physicians in the total United States in 1940 


Experience of all physicians, 1939—1941 




CLINICOPATHOLOGIC CONFERENCE 

Manifestations of Liver Disease 

FROM NICHOLS VETERANS ADMINISTRATION HOSPITAL* 

HAROLD GORDON, M.D., EDITOR 


CLINICAL ABSTRACT 

T he patient, a thirty-four-year-olcl white male, 
first showed signs of illness in January 19^4, 
when he developed nausea without vomit- 
ing. In October 1944, he attended sick call because 
of a “heavy” feeling and soreness in the epigastri- 
um. A G.L series is said to have been negative, so he 
did not report sick again, although his symptoms 
continued. In April 1945, he became jaundiced, 
again had “indigestion,” and felt as if his “stom- 
ach was hard in the solar plexus region.” This was 
followed by itching, which gradually spread over 
his whole body. In June 1945, after taking a laxa- 
tive, he had clay-colored stools. This condition 
lasted three months. At this time his icterus index 
was 49, but fell to 20 after a course of penicillin. 
Two stools were clay-colored and were negative 
for bile and bile acids. X-ray examination of the 
gallbladder and gastrointestinal tract was nega- 
tive and he had a normal glucose tolerance curve. 

The patient lost 30 pounds and had 3 to 5 watery 
stools daily. The stools contained mucus but no 
Wood or pus cells. From June to September 1945, 
he had chills almost daily with cold sweats lasting 
about half an hour. He was transferred to Great 
Lakes U. S. Naval Hospital July 20, 1945, and was 
discharged totally dis.ablcd September 21, 1945, 
with a diagnosis of chronic hepatitis. 

On January 3, 1946, he consulted a doctor be- 
cause of nausea and vomiting, general malaise, 

From the DcpatimcnU o£ Medkinc, Surgery and Labota- 
lory Service, Nkliols Vctcranv Administration Hospital, Louis- 
ville, Kentucky. 

Puhlishal with permission of the Chief Medical Director, 
Department of Medicine and Surgery, Veterans Administration, 
who .assumes no responsibility for the opinions expressed or 
conclusions drawn by the authors. 


pallor, and weakness. He had a pale yellow color 
and an enlarged liver (to within 3 finger breadths 
of the umbilicus). The stools were strongly posi- 
tive for occult blood, but cultures for typhoid, 
paratyphoid, and dysentery bacilli, were negative. 
Repeated searches failed to reveal any amoebas or 
parasites. The Van den Bergh test was positive, 
direct. Smears of the blood were negative for 
malaria parasites. His blood Kahn was negative. 
Red blood count was 3^6 million; Hemoglobin 
was 10.5 gm. per 100 cc.; white blood count was 
6,200 with normal differential. The urine had a 
trace of albumin, and was negative for sugar and 
red blood cells. 

On January 23, 1946, lie had severe hematemesis 
with shock. He was transfused and given vitamin 
K. He ran a septic temperature for ten days, dur- 
ing which time penicillin and sulfadiazine were 
given. Concomitantly he had diarrhea. Proctoscopic 
examination and mucosal scrapings did not show 
any abnormalities. Routine stool examinations 
were continued, since he had diarrhea, with 3 to 
6 watery stools daily. The liemorrhage was attrib- 
uted to esophageal varices. He improved and 
was di.scharged, with instructions to follow a low 
fat, high protein, high carboliydrate, high vitamin 
diet. Prolonged bed rest and the administration of 
inirahcpatoi (Ledcrlc) intravenously (34 doses) 
improved the patient’s condition. Treatment was 
discontinued because it was expensive and no 
change was noted in the size of the liver. Mconinc 
(dc-mcihioninc Wyeth) was given for six weeks 
with no significant clinical change. 

An exploratory laparotomy was done June 12, 
1946. The liver was enlarged, particularly the 
right lobe, which extended down to the iliac crest. 
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POSTGRADUATE MEDICINE 


The portion of liver lateral to the gallbladder had 
an appearance characteristic of fatty degeneration 
and passive congestion. The surface was smooth 
and symmetrical. The portion medial to the gall- 
bladder was pink in color, granular, and filled 
with firm nodules varying from 2 mm. to 3 cm. 
in diameter. The tissue between the nodules was 
soft. Grossly, this portion had the characteristics 
of primary neoplasm. 

After the operation the patient became weaker 
and was in about the same condition as when he 
was first seen by' his doctor in January 1946. He 
resumed daily activity of from four to five hours; 
he remained on iron and vitamin therapy and on 
a high carbohydrate, high vitamin, high protein, 
high caloric, low fat diet. 

H e was seen at Nichols as an outpatient on 
November 12, 1946. His physical status was 
about as indicated above. Total protein, 7.55; al- 
bumin, 2.31; globulin, 5.24; axiogingival ratio, 
0.44/1. Cephalin flocculation, 0/0. Prothrombin 
time, 26 seconds (56 per cent normal); control, 
18V2 seconds. Red blood count was 4.34, with 13 
gm. of hemoglobin. Crude liver extract was pre- 
scribed, together with choline, methionine, and 
vitamins, iron, high carbohydrate, high protein, 
high caloric, low fat diet. 

He was admitted to this hospital November 16, 
1946, complaining of having vomited approximate- 
ly one-half cup of bright red blood early that 
morning. On physical examination he had a weak 
pulse, 132. His blood pressure was 104/80. He was 
pale and sweating. There was a slight icteric tinge 
to the scleras. The heart and lungs were negative. 
The abdomen was enlarged on the right. The 
liver was enlarged 5 fingers below the right costal 
margin, and felt nodular to palpation. There was 
a small amount of ascites present. 

Course — Shortly after admission he vomited 
about 100 cc. of bright red blood. His red blood 
count was 3.15, with 10 gm. hemoglobin. He was 
given 1000 cc. of whole blood, vitamin K, and 
sedation. The next morning he again had hema- 
temcsis, and his red blood count was 2.09; his 
icteric index was 18. Prothrombin time was 34 
seconds; control, 18 seconds. He was kept sedated. 


His blood pressure and pulse remained constant 
until he died suddenly. 

DISCUSSION 

DR. MALCOLM THOMPSON (Senior Consultant, Sur- 
gery);. Two or three things stand out in this history. 
First, the patient’s illness was prolonged, starting in 
January 1944. Second, he had very few well days 
during his illness. Third, practically all the signs 
and symptoms were referred to the gastrointestinal 
system, most of them to the liver and the biliary tract. 
So, in attempting to arrive at a diagnosis, we must 
consider conditions in the right upper abdomen, par- 
ticularly the liver, which were likely to produce the 
symptoms and signs indicated. 

'We can eliminate diseases of the gallbladder be- 
cause a cholecystogram showed a normally function- 
ing gallbladder and also the operation in June 1946, 
disclosed no abnormalities of the gallbladder or the 
extrahepatic bile ducts. One or two things stand out 
in this abstract. One is, there is no record of a Kahn 
or Wassermann test on the blood. 

DR. Gordon: The Kahn test was negative. 

DR. THOMPSON; That is exceedingly important, be- 
cause syphilitic hepatitis must be kept in mind when 
we consider diseases of the liver. There is another 
omission we should note. The patient was in this 
hospital only about forty-eight hours, and during all 
that time he was almost at the point of death. 'Under 
such circumstances it is our duty to do everything 
possible to restore a patient to health or at least to 
bring him every comfort our science and art permits. 
That means doing what is clearly at hand, even if it 
involves postponing a complete .workup. I see no 
record here of an x-ray of his chest. In this case, per- 
haps, that was not important. It certainly would not 
have changed his status. But it often is important 
and may prevent a needless operation. A Kahn or 
Wassermann test on the blood and an x-ray of the 
chest should be used as screen tests, exactly as we use 
routine blood counts and urinalyses. It is no excuse 
to say that patients cannot afford the added expense. 
As long as we can spend millions for other things, 
we can afford such important diagnostic aids. 

T his history, then, indicates that he had some 
sort of liver disease in January 1944, with a re- 
currence in 1945. He had the symptoms that go with 
infectious hepatitis and he had jaundice and a high 
icterus index. He was discharged from the Navy with 
a diagnosis of chronic hepatitis, so his acute infec- 
tious hepatitis had become chronic. I am unable to 
interpret satisfactorily the statement that his “stools 
were strongly positive for occult blood.” Some tests 
for blood are extremely sensitive, so we need to know 
what test was used. However, he also had a low red 
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blood cell count, so he may have been bleeding into 
his gastrointestinal tract even that early. Ir so, the 
bleeding was secondary to the hepatitis. Bleeding 
from esophageal or gastric varices and other parts of 
the body is common in severe hepatitis. In January 
1946, he had severe hemaiemcsis and shock. Judging 
from the treatment given, I would say that his doctor 
must have decided that the patient had chronic 
hepatitis. 

The agglutination tests are not significant, except 
in so far as they tend to exclude certain conditions. 
The septic temperature, lasting ten days, probably 
was due to hemorrhage into the gastrointestinal tract. 
We commonly sec that in bleeding duodenal ulcers. 
He may also have had necrosis of the liver, which 
would account for his fever. In view of the total and 
differential white blood cell counts, I feel we can ex- 
clude pyogenic infections, especially abscess of the 
liver. He received a high protein diet. Mann has 
shown experimentally that a very high protein diet 
sometimes is harmful after injury to the Hver. How- 
ever, he apparently improved symptomatically, though 
careful analysis indicates that the improvement was 
more apparent than real. 

In June an exploratory laparotomy was performed. 
1 might add here that Dr. Gordon kindly informed 
me that the biopsy report was misleading and is not 
included in the abstract. I feel very definitely that a 
clinicopathologic conference should not be a guessing 
game. All pertinent information should^ be included. 

This man had a large liver. The portion medial to 
the gallbladder was pink in color, granular, and 
filled with nodules varying from 2 mm. to 3 cm. in 
diameter. The tissue between the nodules was soft. 
This portion, grossly, had the characteristics of a pri- 
mary neoplasm. 

We have reached the point where wc may attempt 
to make a diagnosis. I think this man had a primary 
neoplasm -of the liver, a hepatoma, grafted upon 
chronic hepatitis. Well over 50 per cent of primary 
carcinomas of the liver arc grafted upon a preceding 
hepatitis. I purposely avoid the term “cirrhosis.” I 
believe that within the next ten years the word cir- 
rhosis will be used less and less, acute and chronic 
hepatitis more and more. Primary carcinoma of the 
liver usu.illy is multicentric. It tends to spread 
through the hepatic vein, so that even when it starts 
as a single nodule, other foci arc formed in the liver 
by way of the hepatic radicles. 

The marked decrease in albumin, with elevation 
of the globulin and reversal of the A/G ratio, fits in 
with chronic hepatitis. I am unable to explain the 
negative, cephalin flocculation test — I would have ex- 
pected a 4/4 result. The prothrombin time and the 
other tests fit in well. The anemia and the lowered 
blood pressure probably were secondary to the hemor- 
ihagcs he had. I Mieve that if he had been in this 
hospital longer, wc would have had certain valuable 


additions to the history. A history of the diet, par- 
ticularly the intake of proteins and vitamins, is im- 
portant in attempting to evaluate disorders of the 
liver. Wc would like to know about the use of alco- 
hol, because alcohol predisposes to certain forms of 
hepatic disease. Certain medications, especially arsen- 
ic, tend to cause hepatitis. 

Primary cancer of the liver is rare. In one series of 
3,000 consecutive autopsies, there were only 13 pri- 
mary carcinomas of the liver. The cancer may arise 
from liver cells or from bile ducts. Both may pro- 
duce secondary nodules in the liver, owing to spread 
through the blood vessels. Most of the reported cases 
arose in association with an underlying hepatitis, but 
the relationship is not always clear. 


C ancer of the liver may be revealed in one of four 
general ways. In one group the illness lasts only 
a few days and death is due to hemorrhage, the diag- 
nosis usually being established post mortem. In a 
second group the patients arc ill with hepatitis or 
some other disease, and the cancer is latent. A third 
group— in which this man seems to fit— -has the 
usual history of chronic hepatitis, terminating rapidly 
with hepatic tumor, jaundice, ascites, and cachexia. 
The fourth group has a history pointing from the 
first to malignant tumor of the liver; this type de- 
velops rapidly in previously well persons. Among 
the more common complications of chronic hepatitis 
arc hemorrhage from esophageal or gastric varices, 
intercurrent infection, tuberculous peritonitis, and 
portal thrombosis. 

DR, GOTT (Chief of Medicine): I h.appencd to be 
present the Sunday this patient was admitted. He pre- 
sented signs of shock from loss of blood. Our first 
efforts were directed to restoring him and controlling 
the hemorrhage. Later he had another massive hemor- 
rhage and died of the effects. Wc were impressed from 
the start by the enormous liver, but in this case the 
enlargement was obvious, and could be seen simply 
by observing the abdomen. 

I leaned toward a diagnosis of recurrent hepatitis 
with some portal obstruction and hemorrhage from 
esophageal varices. However, the size of the liver 
was such that we suspected a neoplasm in addition. 
I have seen two cases of primary neoplasm of the 
liver -and in both the liver was markedly enlarged. 
Consequently, when I sec a patient with marked en- 
largement of the liver, I think of neoplasm. 

TTic question has been raised as to the value of a 
high protein diet in this type of case. I think it is 
well to restrict the protein intake during the catly 
phase of hepatitis, at least for a few clays, and then 
provide a simple excess. Recent clinical work seems 
to ha\*c established the value of a high protein diet. 
The mechanism of tins is not yet apparent, but the 
facts seem to be well cstahlisbed. It will take time to 
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establish whether it is the high protein diet per se or 
some unknown factor in the diet which is effective. 
Here we use a high protein diet supplemented with 
vitamins and liver extracts for our cases of infectious 
hepatitis. 

DR. HAMILTON (Chief of Surgery); I would like to 
raise the point that if this man had not been explored, 
the diagnosis of malignant disease of the liver would 
have been very difficult. The patient’s liver was un- 
usually large and very nodular; nonetheless, a liver 
which feels nodular when palpated through the ab- 
dominal wall may be almost smooth when seen at 
operation. It is interesting also to speculate when .this 
cancer started. Did it extend over a period of three 
years? 

DR. GORDON; Dr. Hamilton’s question cannot be 
answered with certainty. Cancer of the liver, like 
other malignant tumors, grows at different rates in 
different individuals and at different rates even in the 
same person. I don’t believe this man had cancer at 
the start of his illness. I think he had acute infectious 
hepatitis and later developed cancer. I don’t think 
the cancer was due to the hepatitis, but merely was 
incidental to it. 

I base that opinion upon certain known facts with 
regard to neoplastic diseases. It is pretty well estab- 
lished, experimentally, that carcinogens have to op- 
erate over a considerable period of time before 
neoplasms develop. So far as I know, there is no 
exception to the general rule that malignant neoplasms 
have a latent evolutionary period and that a car- 
cinogen merely initiates the process. Once the stimulus 
has been allowed to operate long enough, the cancer 
develops even though the stimulus be withdrawn. 
The latent period, where known, is a long one, I 
think this man had cancer when he was operated 
on, some months before he was seen in our hospital. 
I don’t believe he had had this hepatitis long enough, 
by then, for it to be a causal factor. 

There is another important reason against such 
an etiologic association. As Dr. Thompson told us, 
primary carcinoma of the liver may arise from the 
liver cells or from the bile ducts. Duct carcinoma is 
the more common and almost invariably is accom- 
panied by evidence of a preceding, long-continued 
cirrhosis. This man had liver cell carcinoma and no 
significant evidence of bile duct regeneration. 

T his is the largest liver I recall seeing. It weighed 
almost 7 kilos — about four and a half times 
the average normal size. He had several metastases 
in the lungs, some of which were large enough to 
have shown up in x-rays of the chest. Had there been 
time for that, the diagnosis would have been estab- 
lished with reasonable certainty; thus Dr. Thomp- 
son’s statement concerning the value of x-rays of the 
chest as a screen test is well substantiated in this in- 


stance. The patient also had metastases in several 
of the mediasdnal and periportal lymph nodes. The 
liver itself was almost wholly replaced by carcinoma. 

Clinical Diagnoses 

Infectious hepatitis, recurrent, chronic, active. 

Esophageal varices with massive hemorrhage. 

Possible cancer of the liver. 

Dr. Thompson’s Diagnoses 

Carcinoma of the liver. 

Chronic hepatitis. 

Hemorrhage from esophageal or gastric varices. 

Miscroscopic Diagnoses 

Carcinoma of the liver, hepatocellular. 

Metatases to the lungs, mediastinal and periportal 
lymph nodes. 

Esophageal varices, with rupture and massive hemor- 
rhage. 

Icterus. 

resident; How do you account for the negative 
cephalin flocculation test? 

DR. GORDON; Dr. Moore covered that neatly in a re- 
cent conference. You will recall that he said we use 
certain tests routinely in suspected disease of the liver. 
When the results correlate with the clinical findings, 
that is fine. When they don’t correlate, we should 
not be led astray. No single negative test proves any- 
thing, and if a particular test yields results which are 
out of line, those results, in Dr. Moore’s words, should 
be “thrown out of the window.” 

resident; How much hepatitis did the patient have 
at autopsy ? 

DR, cordon; Almost the entire liver was replaced 
by carcinoma, which masked the hepatitis. 

resident; Might not the extensive replacement of 
liver tissue explain the negative cephalin flocculation 
test? 

DR. cordon; I prefer to hold the view that the 
cephalin flocculation test is almost human in its ability 
to make mistakes. The test is far from infallible, and, 
as far as I know, is purely empirical. 

resident; The biopsy removed at the time of his 
operation was reported as showing cirrhosis. We were 
led astray by that report. How do you account for 
that diagnosis? 

DR. cordon; That is not so difficult as it sounds. 
It is barely possible that he did not have a cancer at 
that time, though I think that he did. It is possible 
that the surgeon did not remove a representative piece 
of tissue. In that case the .mistake should be charged 
to the surgeon, not to the pathologist. It is possible 
that the pathologist made a mistake. Pathologists are 
human and should not be expected to, have a perfect 
batting average all the time. It is possible that the 
biopsy was small and crushed, owing to technical 
difficulties encountered during the operation. I’m not 
sure to whom that error should be charged, unless, 
perhaps, to the patient for lack of cooperadon. 
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SICKLE CELL ANEMIA 

S ICKLE cell anemia, a disease generally con- 
sidered comparatively rare, has attracted 
a great deal of study. For many years 
this disorder was believed to be confined to 
the Negro race; rare cases have been reported 
in Caucasians, and in 1937 Haden and Evans 
(Haden, Russell L., and Evans, Ferris D.; 
Sickle cell anemia in the white race. Arch. Int. 
Med. 60: 133-142, July 1937) recorded two cases 
in white persons with improvement following 
splenectomy. In 1943 Ogden (Ogden, M. A.: 
Sickle cell anemia in the white race. Arch. Int. 
Med. 71:164-182, Feb. 1943) also reported two 
cases of this disease in an active form in white 
families. It is possible, however, that sickle cell 
anemia in white persons is due to admixture 
of Negro blood in those of Mediterranean 
ancestry. 

According to Ogden, the sickling trait is 
present in some 900,000, or 7 per cent of the 
total Negro population of the United States. 
His estimate of the number of persons who 
show an active sickle cell anemia is approxi- 
mately 15 per cent of this number, or a pro- 
portion of one to seven. Such a high incidence 
removes sickle cell anemia from the truly rare 
diseases. 

Serious complications are not uncommon. 
Vance and Fisher (Vance, B. M., and Fisher, 
R. C.: Sickle cell disease. Arch. Patli. 32:378- 
386, Sept. 1941) reported a Negro woman of 
49 who developed a fatal pulmonary fat em- 
bolism from lesions in the bone niarrow. 
Hughes and his colleagues (Hughes, James 


G., et al.: The involvement of the nervous 
system in sickle cell anemia. J. Pediatrics 17: 
166-184, Aug. 1940) found that the central 
nervous system is frequently affected, the es- 
sential pathology in the brain and nervous 
system being primarily intravascular and due 
to tlirombosis. 

A recent clinical report on sickle cell anemia 
comes from Grover (Grover, Victor: The clini- 
cal manifestations of sickle cell anemia. Ann. 
Int. Med. June 1947, page 843) who tabulated 
clinical manifestations in 48 cases. Repeated 
occurrence of the following seven manifesta- 
tions was emphasized: (i) cardiac enlarge- 
ment, (2) the presence of diastolic as well as 
systolic murmurs of the heart, (3) prolonga- 
tion of the P-R interval, (4) rocntgenographic 
changes in the osseous system, (5) rapid and 
marked changes in tlie size of the liver and 
spleen, (6) neuropsychiatric signs and symp- 
toms, especially mental deficiency, and (7) 
abdominal crises. 

The treatment of sickle cell anemia is un- 
satisfactory. Little or no response has been 
obtained from its treatment by liver extracts. 
The only mode of attack which seems at all 
obvious today is along tlie line of genetics. In 
view of the widespread distribution of die 
sicklemic trait, however, an effort to prevent 
die disease by breeding out the trait seems 
wholly impractical. Barring the development 
of some unforeseen and effective new methods 
of treatment, sickle cell anemia would appear 
to be a disease with which physicians will he 
troubled for an indefinite period to come. 
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PENICILLIN BY INHALATION 

S tudies made during die past year or two 
have improved knowledge concerning the 
administration of penicillin in aerosol form 
for the treatment of a number of diseases of 
the upper respiratory tract. Recently, Prigal 
et al. (Prigal, Samuel J. et ah: “Aerosol peni- 
cillin. J.A.M.A. 134:932-938, July 12, 1947) 
have published an article which places the 
technic of penicillin aerosolization on a still 
firmer basis. 

Four technics were considered: open inhala- 
tion, airtight chamber, the tent mediod, and 
the breathing box. Open inhalation with the 
patient sitting about six inches from the aero- 
solizer is wasteful, but results nevertheless in 
an appreciable quantity of penicillin reaching 
the systemic circulation. In the airtight cham- 
ber method tiie patient breathes within a small 
chamber in which 180,000 units of penicillin 
in 20 cc. of propylene glycol is aerosolized. 
Prigal and his co-workers found that this 
method would produce a blood level of i.o 
unit of penicillin in the first half hour. With 
the tent metiiod, an attempt is made to con- 
serve tire aerosol by confining it in a tent cov- 
ering the head and upper part of the thorax. 
About two feet separate the patient and the 
aerosolizer. The patients were confined in the 
tent for three hours. This method results in 
high and prolonged levels of penicillin in the 
blood. 

Finally, tiiese investigators used a breathing 
box for tiiose patients who found the tent un- 
comfortable. The box was airtight except for 
a small aperture tiirough which aerosol was 
blown and an opening tiirough which inhala- 
tion could be effected tiirough a rubber tube 
and face mask. Breathing was continued 
tiirough this for about a half an hour. Blood 
studies were made on patients who used tills 
technic and the conclusion was reached that 
the breathing box constitutes a definite im- 
provement over other methods. The breathing 
box lends itself to the use of mixed aerosols 
in such a manner tiiat streptomycin, sulfona- 


mides and possibly otlier antibiotics can be 
combined with penicillin. 

Previous studies have shown that aerosol 
penicillin is a useful method of treating several 
types of upper respiratory disorders. The sim- 
plest method is open inhalation; this is ap- 
parently satisfactory for many patients. When 
more resistant conditions are encountered and 
when better scientific control is desirable, the 
breathing box method or one of the other 
closed technics seems to constitute a consider- 
able improvement. The possibilities of mixing 
penicillin with propylene glycol or with other 
substances suggests that the future will hold a 
still wider range of therapeutic effectiveness 
for this treatment than the past. 

DIAGNOSIS AND TREATMENT OF 
MAXILLARY SINUSITIS 

O BJECTIVE methods of diagnosing maxillary 
sinusitis include, transillumination, ante- 
rior thinoscopy, roentgenography with and 
without iodized poppyseed oil 40 per cent, and 
exploratory investigation. Burtoff has made a 
comparison of these accepted technics, and 
has brought to light some particularly interest- 
ing facts regarding the tiierapeutic efficacy of 
the solutions commonly used in irrigating the 
sinuses. 

One hundred patients were divided at ran- 
dom into four groups of 25 each. Each group 
was treated initially with one of four irrigating 
solutions: isotonic solution of sodium chloride; 
5 per cent sulfathiazole in iodized oil; 5 per 
cent sodium sulfatiiiazole in saline solution; 
penicillin in saline solution in strengths of 250, 
500 and 1,000 units per cubic centimeter. If a 
patient did not respond to one solution, he was 
transferred to another group; if the second so- 
lution did not benefit the patient, he was placed 
in a third, and finally, a fourth group. 

In 72 per cent of the patients, anterior rhinos- 
copy revealed tiiat pus in the middle meatus, 
along tile middle third or the posterior third of 
tlie inferior turbinate, was evidence tiiat pus 
was present in the antrum. Transillumination 
was not found to give accurate diagnostic find- 
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ings. In 29 per cent of the cases transilluraina- 
tion was positive, while the antral return was 
negative. Conversely, in another 29 per cent 
transillumination suggested a negative finding, 
but the antral return was filled with purulent 
secretion. In the remaining 42 per cent die find- 
ings of the technic were confirmed by the an- 
tral return following irrigation. 

In 86 per cent of the patients, the roentgeno- 
graphic readings were confirmed. 

When a patient was diagnosed as having 
maxillary sinusitis, exploratory irrigation with 
isotonic solution of sodium chloride followed. 
This treatment was continued in one group, 
but in the remaining three groups it merely 
preceded die use of one of the other solutions 
mentioned above. The efficacy of the various 
solutions was determined by bacteriologic 
studies of the antral return from the maxillary 
sinus. The most interesting finding was that 
the local use of an isotonic solution of sodium 
chloride, which is neither bacteriostatic nor 


bactericidal, was just as effecdve in bringing 
about resolution of the sinusitis as was the local 
use of either the sulfathiazole or penicillin 
solutions. 

When treated with any of the four solutions, 
patients with acute or subacute maxillary sinus- 
itis improved after two to four applications. 
Chronic maxillary sinusitis secondary to al- 
lergy, did not improve with any solution; but 
chronic sinusitis of the non-allergic type 
showed earlier improvement with 5 per cent 
sodium sulfathiazole in saline solution than 
with 5 per cent sulfathiazole in iodized oil. 
However, neither these solutions nor the peni- 
cillin solutions were more effective than the 
isotonic saline solutions. 

After the third or fourth irrigation, the peni- 
cillin no longer affected the suscepdblc organ- 
isms. None of the chemotherapeutic drugs 
proved to be of the value one might have an- 
ticipated on die basis of their systemic activity 
against the pyogenic organisms. 
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This Month in Medicine 


PLACENTA PREVIA 

T ^\^NTY-THREE years ago Watson and Miller 
demonstrated statistically that one of the best 
treatments of placenta previa was the ultraconserv- 
ative, simple rupture of the membranes. Their 
views, however, did not take hold, with the result 
that the great majority of modern writery-Eave 
insisted that a diagnosis of placenta previa is a 
signal for immediate, energetic, and heroic meas- 
ures to be instituted. 

In 1945 two investigators, Johnson in Texas and 
Macafee in Ireland, working independently, con- 
firmed the suggestions of Watson and Miller and 
advocated a waiting policy in many cases of previa. 
They maintain that, in the absence of vaginal ma- 
nipulation, hemorrhage is rarely if ever fatal. Par- 
ticularly in cases that are not yet viable, they feel 
that temporizing will yield better fetal results. 

To test further the virtue of this waiting policy, 
Eastman studied the records of 304 cases of placenta 
previa, and found that without vaginal manipula- 
tion fatal hemorrhage did not occur. He concludes, 
therefore, that nonviable or questionably viable 
babies can often be carried safely to viability, pro- 
vided the mothers are in well equipped hospitals 
and under expert care. 

Recendy, Daichman and Pomerance have pre- 
sented an analysis of 165 cases of placenta previa, 
in which they confirm in part the views of the 
aforementioned investigators. In this series the 
fetal mortality was 25.8 per cent and the maternal 
mortality was 0.6 per cent. These writers handled 
the greater number of their cases either by simple 
rupture of the membranes or by cesarean section. 
Blood transfusions were used frequendy. They 
compared their results with those of an earlier se- 
ries of 283 cases, treated at the same hospital. In 
this series of 283, pregnancy was terminated at the 
first episode of serious bleeding, and generous use 
was made of the hydrostatic bag — in other words, 
the conventional treatment. Fetal mortality was 


46.3 per cent; maternal mortality was 5.3 per cent. 

Daichman and Pomerance believe that eventual- 
ly the bag will be discarded completely, and that 
temporizing in certain cases of placenta previa is 
worthy of trial, for it should lower fetal mortality. 

SUGGESTED READING 

Watson, B. P., and Miller, D.: Treatment of placenta previa. 
Edinburgh M. J. 32:55 (April) 1925. 

Johnson, H. W.; The conservative management of some 
varieties of placenta previa. Am. J. Obst. & Gynec. 50:248 (Sep- 
tember) 1945. 

Macafee, C. H. G.: Placenta previa — a study of 174 cases. 
J. Obst. & Gynaec. Brit. Emp. 52:4 (August) 1945. 

Editorial: Obst. & Gynec. Survey. 1:53 (February) 1946. 

Daichman, L., and Pomerance, W.; A statistical study of the 
cases of placenta previa occurring in the Jewish Hospital from 
*935 *0 *946- -Am. J. Obst. & Gynec. 53:1024 (June) 1947. 


HYPERTENSION AND DIET 

T wo years ago Kempner reported favorably on 
the use of a diet of rice, fruit, and fruit juices 
in the control of clinical hypertension. The reason 
for the reduction in blood pressure is not known, 
but the suggestion has been made that rigid sodium 
restriction could be responsible for the changes 
observed by Kempner. 

Recently, Dick and Schwartz have studied the 
effect of the Kempner diet on ii dogs in which 
hypertension had been induced and maintained for 
two to four years. The experimental diet consisted 
of 170 grams of rice, 340 cc. of fruit juice, and 60 
grams of sugar. This basic diet was supplemented 
with adequate amounts of vitamins A, B, and D, 
and ferrous sulfate. The animals were kept on this 
diet for eight weeksT 

Significant reductions in arterial pressure occurred 
in 10 of the ii dogs. Before the induction of hyper- 
tension, the mean arterial pressure in mm. Hg. 
averaged 120.3 Hr the ii dogs. After the induction 
of hypertension, the pressure rose to an average of 
181.6. The average pressure was reduced to 138.0 
after the animals had been on the experimental 
diet for eight weeks. 
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While these experimental results could never 
confirm Kcmpner's findings in human beings, they 
do suggest that his results might well be based on 
sound physiologic principles, and indicate the 
necessity of further studies in this field. 

SUGGESTED READING 

Kcmpner. W.: Compensadon of renal metabolic dysfunc- 
tion; treatment of kidney disease and hypertensive vascular dis- 
ease with rice diet. North Carolina M. J. 6:6i (February); 
1 17 (March) 19^5. 

Grollman, A., and others: Sodium restriction in the diet for 
hypertension. J. A. M. A. 129:533 (October) 1945. 

Dick, G. F., and Schwartz, W. B.: Response of cxpcrimcnLil 
hypertension to a rice and fruit juice diet. Proc. Soc. Exper. 
Biol, & Med. 65:22 (May) 1947. 

ATOMIC BLEEDING 

M any of the survivors of the Hiroshima and 
Nagasaki bombings succumbed within a few 
weeks from internal hemorrhage. Apparently, 
near-fatal doses of atomic radiations caused exces- 
sive amounts of heparin to appear in the blood, 
with the result that fatal bleeding occurred. 

Allen and Jacobson, of the University of Chicago, 
have found that a dye, toluidine blue, may be 
found useful in preventing hemorrhage, in the 
event of any future bombings. A dog with radia- 
tion sickness similar to that observed in the Japa- 
nese at Hiroshima and Nagasaki was found to 
have a clotting time of over forty-eight hours. 
Within twenty minutes after toluidine blue was 
injected into its veins, the dog’s clotting lime had 
returned to normal. The administration of vitamin 
K, as well as blood transfusions, failed to prevent 
or control the hemorrhage. The dye was successful. 

SUGGESTED READING 

Editorial: Protection against A-bomb effects. Chemistry 
20:36 (June) 1947, 

ECLAMPSIA 

N umerous writers have emphasized the neces- 
sity of prophylaxis, education and adequate 
prenatal care for the prevention and control of 
eclampsia. A recent statistical study by Bernstinc 
and Prince has substantiated this view. 

Of 62 cases of eclampsia, ^8 had only inadequate 
prenatal care, while 14 had no prenatal care what- 
ever. In the group that had inadequate prenatal 


care, the maternal mortality was 12.7 per cent. In 
the group that had no prenatal care, the mortality 
was 28.5 per cent; one mother in every 3.5 of this 
group died. 

SUGGESTED READING 

Bernstine, J. B., and Prince, L. N.: An analytical survey of 
eclampsia. Am. J. Obst. Sc Gyncc. 53:972 (June) 1947. 

COLCHICINE AND CANCER 

F or several years colchicine has been known to 
influence nuclear division, arresting the divid- 
ing nuclei in the metaphasc stage, and causing an 
accumulation of cells in that phase. Likewise, 
roentgenologists have pointed out that dividing 
nuclei are more vulnerable to the action of x-rays 
than are resting tissues. Obviously, therefore, the 
combined use of colchicine and x-rays in the treat- 
ment of cancer was suggested, the idea being that 
the drug would get the cancer cells into stages of 
development most susceptible to x-ray treatment. 

Some investigators have proceeded along these 
lines. However, essential critical cytologic studies 
have been scarce, studies which would indicate 
exactly when, after colchicine administration, the 
tissues to he treated are most vulnerable to x-ray. 
Levine and Silver recently have made such an in- 
vestigation, in which they have attempted to an- 
swer the question as to when x-ray therapy should 
begin. 

These investigators found that a single intra- 
muscular injection of 2 mg. of colchicine causes 
an arrest of nuclear division in the metaphasc 
stage of human cancer. The number of cells in 
this stage slowly increases until it reaches a maxi- 
mum between the sixteenth and twenty-fourth 
hours after the drug was administered. After that, 
the number of metaphasc cells gradually declines. 
This response was uniform among all 7 patients 
in their scries. However, the exact number of cells 
that went into metaphasc varied with the patient 
and with the type of cancer presented. During the 
period of maximum response, the number of meta- 
phasc plates per H.P.F. varied from 1.7 to 14.3. 

SUGGESTED READING 

l.evinc» M., and Silver, G. B.: Mitotic rcsfHjnsc to colchicine 
in human cancer. Proc. Soc. Exper, Biol. & Med. 65:54 (.May) 
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Consultation Service 


This special consultation information service is offered as a regular monthly feature of Postgraduate Medicine, 
Readers are invited to call on this Service for answers to difficult medical problems from members of our Editorial 
Board best qualified to help. Each question will be answered by mail and those of general interest will be pub- 
lished each month. Address all communications to Consultation Service, Postgraduate Medicine, 512 Essex Build- 
ing, Minneapolis 2, Minnesota. 


SURGERY FOR CIRRHOSIS OF LIVER 

QUESTION : What surgical procedure is used 
in cirrhosis of the liver when ascites is present? 
What are the results of such surgery? 

M.D. — Minnesota 

ANSWER: A variety of ingenious surgical pro- 
cedures for the treatment of cirrhosis of the liver 
with ascites have been developed in the past, in ad- 
dition to the time honored palliative paracentesis. 
These procedures have consisted for the most part 
of establishing collateral circulation to the portal 
system, or of obliteration of part of the portal bed 
so that venous blood is diminished to an amount 
which might pass through the cirrhotic liver. Other 
operations have been designed to drain the ascitic 
fluid into the systemic circulation and even into 
the urinary tract. Attempts to obliterate the tribu- 
taries feeding into the veins of the cardia and 
esophageal varices shut off two of the chief col- 
laterals between portal and systemic circuits and 
only increase the portal hypertension. 

With the present day methods of preventing and 
combating shock, improved medical measures of 
preventing further parenchymal liver damage 
with high protein-carbohydrate diets and high vita- 
min therapy, and measures to correct hypopro- 
teinemia, the mortality from surgical procedures 
in the presence of cirrhotic livers is greatly dimin- 
ished. Of the many surgical procedures that have 
been tried for this condition the portacaval shunt 
(Eck fistulae) or some modificadon of it probably 
offers the most promise. 

The rational of establishing portacaval shunts 
for relief in portal hypertension has been known 
since the turn of the century. However, due to 
technical diffculties, little hope was held for its 
clinical applicadon until Whipple^ and Blakemore 


and Lord' demonstrated the value of the nonsuture 
technic of anastomosing blood vessels to this prob- 
lem. In a recent article Blakemore® reports an ex- 
perience in which 23 portacaval and splenorenal 
shunts were completed far portal hypertension 
with but four postoperadve deaths. Deaths from 
liver failure in two of the cirrhosis patients he at- 
tributes to errors in judgment in the selection of 
cases. These must be chosen with great care. Relief 
from wasting ascites and gastrointesdonal tract 
hemorrhage was obtained in nearly all the survivors 
in the series for one or more years and many of 
these patients were able to resume work in their 
former occupations. 

REFERENCES 

1. Whippic, A. O.: The problem of portal hypertension in 
relation to the hepatosplenopathies. Ann. of Surg. 122: 
449-476. October 1945. 

2. Blakemore, A. H., and Lord, J. )r.; The technic of 
using Vitallium tubes in establishing portacaval shunts for 
portal hypertension, Ann. of Surg. 122:476. October 1945. 

3. Blakemore, A. H.: Indications for portacaval anastomosis 
— an analysis of cases. Surg., Gynec. & Obst. 84: 645-653. 
Anril 15, 1947. 


PENICILLIN CONCENTRATION 
QUESTION : What is the highest concentration 
in which penicillin may be used intramuscularly 
and intrathecally? What is the evidence other than 
pathologic that penicillin does not penetrate the 
brain substance and what is the explanation of the 
so-called blood-brain barrier? 

M.D.—Ohio 

ANSWER: It is undesirable to use more than 
20,000 units of penicillin intrathecally per diem by 
the lumbar root. The applicadon of 50,000 or more 
units to the cerebrum both in anirhals and man has 
produced convulsions. It has also been shown that 
large intrathecal injections of penicillin in five 
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monkeys have produced patchy demyelinization in 
the nerve roots of three. 

There is no specific explanation of the so-called 
blood-brain barrier. It is known, however, that 
doses of penicillin given parenterally (1,000,000 
units or more) will produce adequate concentra- 
tions of the antibiotic in the cerebral spinal fluid. 
As much as 2,000,000 to 4,000,000 units of penicillin 
have been given in a single intramuscular injec- 
tion in aqueous solution at four-hour intervals. 

DEAF-MUTISM 

QUESTION: Is deaf-mutism hereditary? What 
would be the hazard, if any, if a young lady mar- 
ried a man who had three brothers who are deaf 
mutes? Would it be a safe assumption that any 
of her descendants might not be similarly affected? 

M.D. — Wisconsin 

ANSWER: Deaf-mutism is either congenital or 
acquired, Acquired deaf-mutism is not hereditary. 
This type properly includes that resulting from in- 
duction of labor with quinine and that due to 
rubella in the early months of pregnancy. The con- 
sensus of those who have investigated the incidence 
of deaf-mutism is that there is some risk of deaf- 
mutism in the children of parents who hear nor- 
mally, in the family of either one of whom there 
may be a history of congenital deaf-mutism. The 
incidence of deaf-mutism is, however, very low. 
One deaf-mute is horn in fifty-eight marriages be- 
tween persons in whose families there is a history 
of deaf-mutism. 


FURUNCULOSIS 

QUESTION : A child, i-iYz years old, has been 
subject to repeated furunculosis, particularly in the 
diaper area. Sulfathiazole or penicillin ointment 
have been without effect. The child is healthy, 
doesn’t have diabetes and tabes regular vitamin C 
and D supplements. Cod liver oil ointment has 
been tried without avail. The diapers are changed 
frequently and powder used. What is the treat- 
ment? M.D.— Iowa 


ANSWER: I would recommend that the physi- 
cian in charge of the case avoid the local use of 
oily ointments, since they are apparently inefTec- 
tive, applying some simple powder such as sul- 
fathiazolc powder to the open furunculosis. 1 
would recommend that the parents avoid using 
diapers for a time while keeping the baby’s but- 
tocks exposed to dry heat provided by light bulbs 
and a tent over the crib. Whether the baby has fever 
or not, it may be useful to give him an intensive 
course of penicillin parenterally if the furunculosis 
persists. Of course, it is assumed that the general 
health of the patient is being looked after in such 
a manner that the presence of diabetes mellitus 
has been excluded. If this should exist, of course 
treatment for diabetes should be instituted. 

After the leisions have healed and diapers arc 
again used, the mother should make a practice of 
boiling the diapers before each use. Obviously she 
should be warned to change the baby as often as 
necessary to keep the baby dry and prevent mace- 
ration of the skin. 


CIRRHOSIS OF LIVER 

QUESTION: A patient with cirrhosis of the 
liver has done very well on a high carbohydrate, 
high protein diet, intravenous liver, choline and 
vitamin B therapy. What criteria should be used to 
determine the point at which it is possible to dis- 
continue this intensive therapy and rely on oral 
medication? M.D. — Wisconsin 

ANSWI^l: If one can interpret “done very 
weir to mean that the patient has no evidence of 
edema, that he has gained weight and strength and 
IS now able to carry on his usual occupation, then 
the criteria which would allow the patient to dis- 
continue the intravenous administration of liver 
extract and the inking of choline and vitamin 13 
have been fulfilled. However, the patient should 
be impressed with the importance of continuance 
of a high carbohydrate, high protein, and moderate 
fat diet. 
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THE CHALLENGE OF THE GORDIAN KNOT 


N ot many of the admiring clinical staff or horrent to him; and even today, in his home at 

foreign medical visitors who have watched Old Sunrise Mill near Philadelphia, he has a spe- 

the easy deftness with which Chevalier cial feeding platform for the birds and squirrels 

Jackson extracts a safety pin or a rosary from an whose friendly presence he values, 

infant’s bronchial tubes would guess that the same But at one period when young Jackson was hav- 
light touch can turn out a towering souffle or a ing a hard time earning the money to finance his 

quivery galantine. But the man’s talents are in- last year of medical school, cooking became not a 

deed that varied. Perhaps a French grandfather mere avocation but his profession. Doubtless for 

had something to do with the delectable savor of years the captain and crew of a certain fishing 

the rods and the je ne sais quoi of the potage, but schooner off the Grand Banks of Newfoundland 

long experience has developed the grandson’s skill remembered wistfully the delectable fish chowder 

and broadened his scope. and incomparable plum duff magically evoked 

'Jackson served his chef s apprenticeship many from the limited ship’s stores by the thin, delicate- 

years ago while he was a student at Jefferson Medi- looking “green hand” who couldn’t fish worth a 

cal College. Frugal living was a necessity. Carrying cent but who made the voyage memorable for its 
scuttles of coal from the basement to the rooms of food. 

more affluent students served to pay his rent, and Dr. Jackson does not regard his skill with herbs 
cooking his own meals on a flat-topped laundry and earthenware casseroles as extraordinary, 
stove in his attic room was never a chore but a “Cooking,” he remarks, “is like drawing; it can 
culinary opportunity. be done well by anyone who wants to, but he must 

As his ingenuity increased he added to his reper- want to obsessively.” 
tory such specialties as Philadelphia pepper pot Dr. Jackson himself, whether he realizes it or 
soup and fried scrapple with browned apple slices:*' ^ not, started with a lot of innate talent underneath 
Such tidily economical dishes were more successful his desire to draw. That skill first found its out- 
than the pot-roasted reedbirds contributed by a fel- let in sketching flowers, trees and landscapes and 
low student who had been hunting along the its practical application in decorating glass lamp 
marshy Delaware shore. One of the. fine bones, shades to help pay his college expenses, and later 
lodged in young Jackson’s tonsil, created great ex- in reproducing in meticulous detail and pulsating 
citement at the College Hospital, not so much be- color the intricacies of the larynx, the bronchus, 
cause of the clinical features of the case as because and esophagus. He is an etcher of note, a painter 
of the mystery of how a shabby medical student of distinction; his chalk talks setting forth the 
could have come by such a gastronomic delicacy involvment and reaction of delicate tissues pene- 
as a reedbird! trated by foreign bodies are cherished in the mem- 

It was completely in character that later in life ories of generations of students. 

Dr. lackson gave up first game, and then most ’Wood-turning and complicated inlay work have 
animal food. Love of wild song birds and of ani- been a pleasure so long, and the skill that pro- 
mals generally made the decision natural. Hunting, duces them so much a part of him that the good 
like other sports that he considers brutal, was ab- doctor stoutly denies possessing any hobbies what- 
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ever. The same lov- 
ing craftsmanship that 
went into the making 
of a gavel and inlaid 
wooden gavel box for 
the Pan - American 
Medical Association — 
a remarkable produc- 
tion utilizing twenty- 
two pieces of wood, 
one from each of the 
nations of the Western 
Hemisphere — has 
also been used in mak- 
ing and in manipulat- 
ing the delicate instru- 
ments required by the 
field of bronchoscopic 
diagnosis and surgery. 

It has been said of 
Chevalier Jackson that 
his genius lies in his 
fingers, those knotty 
yet perceptive fingers 
ordinarily protected by 
neat gray silk gloves. 

His extraordinarily va- 
ried accomplishments 
demonstrate the truth 
behind the truism. 

Working with deli- 
cately balanced and ad- 
justed instruments in- 
side a tube scarcely 
bigger round than a 
soda straw, he can 
reach and recover an 

open safety pin from the vitals of a ten-weeks-old 
infant with the easy grace of a magician and a ma- 
gician’s apparent nonchalance. But beneath the 
practiced dexterity that averted the fatal conse- 
quences of an avoidable accident, Dr. Jackson, a 
practical man and a true humanitarian, harbors a 
profound and angry contempt for the careless 
people who leave open safety pins (“Hopelessly 
misnamed,” he fumes) and similar tantalizing 
trivia within the reach of groping baby fists. He 


CHEVALIER JACKSON, M.D. 


admits that educating parents is a thankless task, 
but he’s not one to shirk an obvious duty. 

Allowing toddlers to play with coins or suck 
|>oicntialIy deadly peanut candy is one type of 
hazard, but years ago Dr. Jackson battled and con- 
quered a worse danger to children — unlabcllcd 
powdered lye generally used as a household cleans- 
er and practically indistinguishable in appearance 
from sugar. Swallowing lye so burns the esophagus 
that the constricting scar tissue frcqucnilv makes 
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swallowing impossible. Sensitive Dr. Jackson saw 
enough of such suffering children among his poor 
patients to influence him to use every means to 
attack the danger. Though not a crusader by tem- 
perament, he set himself doggedly to the fight for 
laws requiring the labelling of such caustics as 
lye: POISON. 

Heartily disliking all the red tape and under- 
handedness of legislative lobbying; suspicious and 
contemptuous of politicians in the aggregate, he 
nonetheless sacrificed a tremendous amount of 
time, of his own never-abundant money, of pre- 
cious vital energy in the long struggle that culmi- 
nated in the passage of the Federal Caustic Act 
providing for a poison and an antidote label on 
every can of lye or other caustic that goes into a 
house. The bill became law with the affixing of the 
signature of President Coolidge in March 1927. 

Looking back on that long struggle that was, 
paradoxically, both deeply rewarding and super- 
ficially irritating and uncongenial, the doctor com- 
ments: “The work of physicians in prevention 
equals their work in curing disease.” 

The quiet comment is characteristic of Chevalier 
Jackson, but one should not be led into assuming 
that his dander is never up beneath the placid 
surface. One of the easiest ways to rouse him is the 
flat and simple statement that something or other 
is impossible. Being a practical man with justified 
faith in his brain, eyes and fingers, he’s convinced 
that for most physical problems, there’s a solution. 
And he has very little respect for the unthinking 
impulsiveness of young Alexander who, confronted 
with the convolutions of the Gordian knot, merely 
whipped out his sword and severed it. Never 
would Chev Jackson be either so foolhardy or so 
unresourceful. The more difficult the problem the 
greater the challenge. Neither skepticism nor es- 
tablished authority has ever deterred him from 
seeking a solution. 

L ife has only strengthened traits that showed 
themselves early. An incident that illustrates 
his characteristic tenacious perseverance is related 
in his autobiography, published in 19^8: 

“Our home was twenty-five miles from oil-produc- 
ing territory. When I was about twelve years old a 
“wildcatter,” as prospective drillers were called, agreed 


to put down a test well free of cost to Father, on the 
basis of an agreement that Father would get one-eighth 
interest in the oil if any were found. 

“After some weeks of drilling operations the driller 
sent word the tools were lost down the well. When 
Father and I arrived at the derrick Father asked if the 
tools could not be recovered. 

“ "Tain’t possible, Mr. Jackson — ’tain’t possible, I 
tell ye. She’s down more’n fifteen hunnerd feet; ’n’ the 
bottom fi’ hunnerd feet is plugged full o’ rope; ol’ rot- 
ten, wet, sand-soaked rope rammed down like er wad 
in a gun. Nippin’ tools ain’t no good. ’Taih’t no use 
wastin’ time tryin’ to git that out. Better start a new 
hole some’ers near; not too near, though, er the two 
holes ull pull theirsel’s together. Leastways that cussed 
ol’ hole ull pull the new hole over inter it afore ye 
git down fi’ hunnerd feet. Ther ain’t nothin’ meaner’n 
a cantankerous ol’ drillin’ wot’s gone wrong. She’s 
alius bewitched. Hell-bent on spoilin’ any nigh drill- 
in’.’ And the old oil driller gave vent to his feelings 
about mean wells by ejecting a mouthful of tobacco 
juice across the shed into the matted hair of his sleep- 
ing dog. Good for fleas, he said parenthetically. 

“Two things intrigued me as I listened to the re- 
port Father got about the calamity that had befallen 
the prospective oil well on which hope of getting out 
of debt depended. The verdict ‘impossible’ started me 
thinking hard. With the powerful pull of the rope that 
I had watched hundreds of times drawing up the half- 
ton of drilling tools, power seemed plentiful; it was 
only a question of attaching a new rope to the plug of 
rope. But this plug of old rope was nearly a thousand 
feet from the surface down in a six-inch hole drilled 
in the rock and lined part way with iron casing. The 
drilling tools in common use consisted of a drill bit 
somewhat like a gigantic cold chisel. This was inces- 
santly hammered into the rock, and rotation of the bit 
gave an approach to roundness to the hole. The ham- 
mering mechanism was quite simple. It consisted of 
a loose-link jar resulting from the coupling together 
of two long bars of steel by long eyes forged in the 
joining ends. To the lower end of the lower bar the 
chisel-like bit was attached with a tajter screw thread- 
ing. 

“In drilling the rock strata the tools alternately were 
raised and dropped a few feet by the rope attached to 
the walking beam. The heavy bit and steel rod dropped 
with heavy impact; then the upper rod dropped the 
length of the loose-link joint and struck a heavy blow 
on the lower rod and its integral bit. This loose-link 
jar hammer appealed to my budding mechanical 
genius as a means of driving a harpoon into that plug 
of old rope; but my mechanical instinct reasoned that 
a single pair of, barbs like a harpoon would pull out, 
so I sketched a long harpoon bit of triangular cross- 
section with barbs staggered around the distal three- 
fourths of its twelve-foot length. This was to be 
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screwed into the lower rod of the jar mechanism in 
place of the drill bit. "Tain’t a bad idee,’ said the old 
driller as he anointed the dog with a dose of flea ex- 
terminator. 

“I was sent with my sketch to the huge forge in 
Pittsburgh where oil drilling tools were then made. 
‘Idea’s all right,’ said the toolmaker, ‘but ye can’t make 
no sech tool.’ This impulsive preliminary opinion was 
revised when a nicely carved wooden model was pre- 
sented. The harpoon was made, attached to the jar 
tools, lowered into the hole on a good new rope, ham- 
mered down with the jar until all the barbs had been 
buried in the plug of old rope. Then a barrel of oil 
was put down the hole. At the first upward pull the 
stretch was taken out of the new rope; and then the 
plug began to move upward. The enthusiasm engen- 
dered by the appearance above ground of the harpoon 
firmly embedded in the proximal end of the old rope 
resulted in extermination of probably all the fleas. 

“The monetary results were nil. The well was a 
‘duster.’ The multibarbed harpoon became a standard 
fishing tool; but no patents were applied for, and no 
recomix:nse accrued to the inventor. This first foreign 
body case was thus typical of hundreds of subsequent, 
technically very successful bronchoscopic cases.” 

Chev Jackson never hankered to become a pill- 
or medicine-giving doctor. He followed his path 
to an unguessed goal, usually solving varied me- 
chanical problems by employing his own skill. So 
there is considerable satisfaction in reflecting on 
the fact that the number of fatalities in broncho- 
scopy has been reduced to near the vanishing jwint. 
The doctor himself once estimated that new meth- 
ods and delicately articulated special instruments, 
for both of which he is chiefly responsible, have 
made bronchoscopy not only safe but 98 per cent 
successful in foreign-body cases. This record pre- 
sents a gratifying contrast to earlier conditions. 

Extreme simplicity, frequently austerity, have 
long characterized Chevalier Jackson’s personal 
life, sometimes, particularly during his early years, 
because of hard necessity, more recently from 
choice. Abstemious to an unusual degree, he not 
only avoids alcohol and tobacco but he is that ex- 
traordinary phenomenon, a gifted and imaginative 
cook who has no taste for the delights of the table. 
Lightly, he waves aside such gustatory pleasures, 
confining himself to a critical sampling of sauces 
and gravies that occasionally vary his simple 
regimen of fruits and vegetables. 


Having no taste for self-indulgence, Chevalier 
Jackson sets small store by material possessions. 
True he has a large fireproof vault for valuables 
built into his study at his liome in Arden, but what 
he stores and prizes are the irreplaceable case 
histories and records accumulated during long 
years of varied and active practice. It was also, 
especially at the beginning, a remarkably poor 
practice. The doctor cheerfully admits his own 
lack of any proper financial sense, but he also had 
to contend with the customs of the time. 


I N' THE early days increasing success as a practi- 
tioner, particularly in the developing specialties 
of bronchoscopy, esophagoscopy, and gastroscopy, 
brought many poor but hopeful patients who were 
unable to pay; it brought prestige and recognition 
even to the extent of being elected, when he was 
only thirty-five, to the chair of Laryngology in 
the Western Pennsylvania Medical College, later 
absorbed by the University of Pittsburgh. Unfor- 
tunately “the great honor carried with it additional 
expenses but no salary. The attached hospital posi- 
tion not only paid no salary but involved consid- 
erable expense for equipment and instruments; 
and, worst of all, was the impoverishing steady 
drain of the salary of an operating-room nurse. 
Not one cent toward any of these necessary (ex- 
penses came from any hospital or collegiate 
source. Everything had to be financed out of a 
practice that was 95 per cent charity. . . . Those 
were lean years.” 

And as he became better known, the laryngolo- 
gists of Pittsburgh referred to him all their patients 
requiring bronchoscopy, esophagoscopy, gastro- 
scopy, and endolaryngeal surgery. Thus was cre- 
ated the ever-broadening opportunity that gave the 
earnest, hard-working young specialist an unusual- 
ly extensive experience in the newer procedures 
and in the diagnosis and treatment of the diseases 
to which these procedures were appUcahlc. Many 
of the instruments he needed, or in some cases 
the models for them, he made himself in a little 
workshop in tlic cellar. But money was still piii.ahly 
scarce, so much so that one day one of liis col- 
leagues was stirred to an exasperated question: 
"Say, Chev, don’t you erer have a paying patient?” 
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Many years later Pro- 
fessor Keen, conscious 
of the same b a c k - 
ground of boundless 
opportunity and gruel- 
ling hours of work, 
said in more serious 
vein; “Chevalier Jack- 
son’s skill was acquired 
by a lifetime of work 
with the poor.” Rueful- 
ly, Dr. Jackson sug- 
gests that there might 
well be appended to 
that remark, a second: 
“He was poor himself 
and a poor business 
man besides.” 

Chevalier Jackson 
never had any money 
to speak of; his time 
was given generously 
to his patients, to his 
teaching, to painstak- 
ing research and ex- 
periment, with none 
left over for hobbies or 
social life; his health, 
never robust, was in 
the course of an active 
career, three times un- 
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dermined by recurring 

attacks of tuberculosis. The strict regimen required doctor, whose ideals of medical writing are there- 
to combat that disease automatically cut down his in illustrated. 


practice — and his income — as well as the amount 
of available time for accomplishment. Undaunted, 
however, he emerged from the second anti-tuber- 
culous regimen with the manuscript of Peroral 
Endoscopy and Laryngeal Surgery ready for the 
publisher. 

That massive production has now long been re- 
garded as marking, indeed as helping to create, 
an era in medicine; that of direct inspection in 
the diagnosis' of disease. It was based primarily, 
as are all of Dr. Jackson’s writings, on exhaustive 
material collected while doing clinical work. This 
type of work embodies a tenet of faith for the 


“My inferences may be wrong, but I hope some 
little importance may attach to the cases reported. 
Clinical facts always remain clinical facts, primary 
inferences are more often wrong than right. For 
example, when I was a fisherman out of Gloucester 
all British ships were called ‘Jime-juicers.’ It had 
been discovered that lime juice would prevent 
scurvy, and the marine laws required that every 
ship, in order to get clearance papers for long 
voyages, must have on board so much lirne juice 
per day, per man. Medical writers have given 
many different causes for scurvy and reasons for 
the efficiency of lime juice in its prophylaxis and 



MEN OF MEDICINE 


219 


treatment. The various opinions in turn have been 
rejected, but the clinical fact of efficiency remains 
today as stubborn a thing as it was a century ago.” 

Concerning who originally amassed the mate- 
rial, and who benefited in prestige from using it 
thereafter, Dr. Jackson has always been extremely 
generous — exasperalingly so at times from the 
point of view of his colleagues. One of them once 
wrote him in a burst of eloquent indignation as 
follows: 

“Most things you have written served as quar- 
ries from which builders of articles obtained ma- 
terials for new structures. I could recognize the 
stones you have carved, but others have attributed 
the handiwork to the quarrymen.” 

T he gist of Chevalier Jackson’s reply is extraor- 
dinary if not unique in the medical profession. 
‘‘Plagiarism of idea or phraseology is a form of 
imitation that is indeed the most sincere flattery. 
Nothing gives me greater pleasure because it 
means either the writer considers my work so good 
he deems it worthy of himself, or my teaching has 
made such a profound impression on him that he 
really thinks he did it himself. In either case I 
have evidently done a good piece of work.” 

Akin to his ideal of unselfish personal contri- 
bution to the body of medical knowledge is Dr. 
Jackson’s refusal to patent any of his tools and in- 
struments whether they were adapted for fairly 
general use or cunningly fashioned for a single 
highly complex case. Related, too, is his scorn of 
those who do patent such devices in order to profit 
from their manufacture and sale. His own addition 
to the esophagoscope of a light carrier involved 
using such a light “then recently patented by a 
soulless mechanic” (originally for use on a cy-sto- 
scope) . 

Even more far-reaching and fundamental in Dr. 
Jackson’s view of widespread service to humanity 
is the proper treatment and training of assistants. 
He regarded such young men in his laboratories 
and clinics not as potential rivals ready to appro- 
priate his knowledge and ideas hut as disciples who 
. must be trained and encouraged to become them- 
selves apostles of service. 

He once wrote to an editor of a surgical maga- 


zine a letter of advice, based on long years of ex- 
perience in the bronchoscopic clinic in Philadelphia, 
entitled “How to Train an Assistant.” He con- 
cludes tlius: “At the end of a few years, if you have 
done your job well, you have created a great sur- 
geon, and he is young enough to do creative work, 
many years of it. He will have sufficient ego to 
think he has done it all himself. And that is just 
what he needs to go forth with confidence and 
carry on tradition, a power for good in this world. 
You have launched a great ship that will sail away 
an independent unit on the great sea of life.” 

Most noteworthy among his specific suggestions 
was his admonition to build up the beginner’s ego: 
“Give him an easy case in which he can do full 
justice to the patient; encourage him to report the 
case before staff or medical meetings and praise 
his presentation; give him credit in your own writ- 
ings— don’t be afraid to make it more than he de- 
serves; to convince him his services are valuable, 
pay him not only a good salary, but add such per- 
quisites as expenses to medical meetings, nurse’s 
service, operating room equipment, instruments, 
photographs, copies of histories and charts; build 
up a following for him, both professional and lay; 
if possible secure for him a teaching position where 
he will carry on the tradition. And if, after years 
of such preferential treatment, he rewards his bene- 
factor with the peculiarly volatile gratitude that 
leads him to advance his benefactor’s discoveries as 
his own, be prepared to take that, loo, in your 
stride!” 

When informed by a colleague that one of his 
erstwhile assistants was dazzling an audience with 
ideas that Jackson had promulgated before the 
youngster started to study medicine, Dr. Jackson 
could reply with grave sincerity that he took great 
pleasure in the news, for the assistant in question 
“was the slowest man I ever had in the develop- 
ment of ego; it seemed he would never learn to 
stand on his own feet. Evidently he is now ready 
to spread widely the gospel of safe bronchoscopy.” 

It has long been Dr. Jackson’s dream to spread 
that gospel ever more widely not only by produc- 
ing confident, well-trained men in the field but by 
establishing efficient bronchoscopic clinics in all big 
cities, thus broadening the possibilities of service 
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to humanity. That is his own view of his life-long 
obligation and of his life work. 

“I deem it my duty to create as many as possible 
of the centers for the teaching as well as for the 
clinical application of the life-saving methods to 
the development of which I have devoted my life. 
... I am inspired by the responsibility to teach 
everything I know to everyone who will listen and 
learn.” 

At his home near Philadelphia, the city of 
Brotherly Love that welcomed him so warmly to 
the Professorship of Laryngology at Jefferson 
Medical College when he was fifty-three years old, 
and the city to which he contributed so much of 
health and of life itself, there at Arden he still 
works, writes, sketches, paints, meditates. It is ap- 
propriate that he should find comfort in the writ- 
ing chair of special design with broad arms and 
properly proportioned back; that he should find 
diversion and solace in the quiet, specially equipped 
electric boat in which he goes adventuring upon 
the millstream; and that on the terrace of the con- 
crete fireproof study built to protect irreplaceable 
case-records he should feed and watch the song 
birds and bright-eyed squirrels. 


And this pleasant life is just and fitting because 
the frail thoughtful man who lives it made the chair 
in his own workshop (politely referred to by the 
family as the “experimental laboratory”). He con- 
ceived, in his inventive, ingenious mind the idea 
for a boat quiet enough to disturb neither Birds 
nor thought, yet commodious enough to allow him 
to write medical papers out of doors; he rejoices 
that the defenseless wild creatures are safe in. his 
grounds just as during the long years of practice 
so many frightened helpless children were, by his 
knowledge and sure, gentle touch, brought back to 
safety and to life itself. 

A nd in those congenial surroundings, Chevalier 
Jackson has been able to devote himself to. 
completion of a tremendously significant life’s 
work. To him it was given to be a prophet with 
honor in his own country as well as the recipient 
of honors justly and generously bestowed abroad. 
That recognition he values, as he values the respect 
and esteem of his colleagues, the affectionate re- 
gard of generations of students, but there is one 
underlying satisfaction that is deeper and closer to 
his heart than any other. A good many years ago 
he wrote in a letter: 

“It has always seemed to me a solemn obliga- 
tion resting on all of us to pass on to the next gen- 
eration everything we can to fit the coming men 
for carrying on our work when we shall have laid 
down the tools. It would be a crime to allow them 
to start where we started, to learn as we have 
learned by making over again the mistakes we 
have made. What difference will it make to the 
next generation whether it was Jackson, Johnson, 
Smith, or Jones who discovered bronchially lodged 
peanuts as potentially fatal to children? The im- 
portant thing is for the disciples to expound the 
gospel of education of mothers as to the dangers 
of peanuts and nut candies to the baby without 
molars. 

“If I can so. saturate the young man with an idea 
that he comes really to believe he originated the 
idea himself, I feel I have done a good job.” 



Book of the Month— A Report 

GYNECOLOGY INCLUDING FEMALE UROLOGY* 


T he brilliance of Dr. Lawrence R. Wharton, 
long attested to by those who received their 
training under him, is clearly evident in 
this revision of his excellent textbook. This second 
edition is destined to receive the same wide acclaim 
that was accorded the book upon its first appear- 
ance in 1943. 

During his many years on the teaching stall of 
Johns Hopkins Medical School and Hospital, Dr. 
Wharton has contributed greatly to a better under- 
standing of the relationship of the autonomic nerv- 
ous system to the female genitourinary organs. His 
operation for the artificial construction of the vagina 
is widely recognized as the treatment of choice for 
agenesis of the vagina. 

In keeping with the author’s wide experience as 
a teacher, practitioner and investigator, the store 
of information in this single volume has been well 
chosen and is nicely integrated into a clear, logical 
sequence. The book has been considerably revised 
and much new material added. 

In the preface the author states that he has at- 
tempted to present both sides of controversial ques- 
tions, particularly in regard to such active problems 
as functional uterine bleeding and malignancy. 
Bringing material up-to-date has required rewrit- 
ing entire sections and making changes and addi- 
tions in others. Developments in operative technics 
arc presented together with new illustrations. A 
new chapter on water cystoscopy, written by Dr. 
Charles B. Prince has been added to the part of the 
book devoted to Female Urology. 

The first two sections of the text present in a well 
organized and lucid manner the anatomy, cm- 

•Gynecolopy with a section on Tcmalc Urology. Hy Law- 
rence Jt. Wharton, M.D. 1027 pages, ^70 illustrations. W. D. 
Saunders Company, Philadelphia and London. 1947. Price 
Sio.oo. 


bryology, and congenital malformations of the fe- 
male genitalia. The chapter on embryology, which 
has been largely rewritten, is divided into three 
stages in the prenatal life history of the genito- 
urinary organs. This division gives the reader a 
clear outline of facts necessary to understand the 
following chapter on congenital malformations 
which deals with imperfect differentiation of sex, 
sex reversal, agenesis, inhibitions in development 
and resulting anatomic and functional defects. 

Dr. Wharton introduces a section on physiology 
and functional disturbances with a brief chapter 
on the life history of the reproductive organs and 
the endocrine glands. He believes that when the 
isolation and purification of the gonadotropic 
hormones is accomplished more will be known 
about many disturbances in the gynecologic- 
endocrine relationship. 

Several chapters arc respectively devoted to dis- 
cussion of the gonadotropic hormones, ovarian 
changes during the reproductive cycle, the estro- 
genic hormones, and the clinical features and dis- 
orders of ovulation. Twelve methods of studying 
ovulation and ovarian function are presented, in- 
cluding observation of cervical mucus, endometrial 
biopsy, and changes in the basal temperature curve. 
Painful ovulation is discussed in some detail with 
emphasis on the clinical features, associated symj> 
tom.s and findings, diagnosis, and treatment. 

The subject of functional uterine bleeding is in- 
troduced by chapters on menstruation and iypc.s 
of menstrual disorder.s. Althougli recent studies are 
cited to show that abnormal uterine bleeding may 
occur from any type of endometrium, the author 
states that most instances of extreme uterine bleed- 
ing have occurred from estrogenic endometrin. The 
only fatalities that have been recorded \vcrc ob- 
served in patients with atrophic endometria. The 
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Parametrial fixation. Step 4: Reefing the lateral 
cervical ligaments. 

diagnosis o£ functional bleeding in adult women is 
never made without careful medical and gyneco- 
logic examination to rule out organic causes. Dis- 
tinction is made between mild and persistent 
bleeding in the type of treatment to be recom- 
mended. The indications for hygienic therapy, 
curettage, hysterectomy, irradiation therapy, and 
the use of endocrine preparations are clearly stated 
by the author. 

A chapter is devoted to hyperplasia of the en- 
dometrium which is described as the only patho- 
logic entity exhibited by the endometrium in pa- 
tients with functional bleeding. Mention is omitted 
of the role of irregular shedding, another possible 
entity which is gaining increasing recognition as 
a factor in the etiology of functional bleeding. 

Chapters on dysmenorrhea, the menopause, and 
the sympathetic nervous system in gynecology and 
female urology complete the section on physiology 
and functional disturbances. Dr. Wharton believes 
that the vasomotor phenomena in the menopause 
and also during normal menstruation will be better 
understood by improved knowledge of the relation- 
ship between the sympathetic nervous system and 
the endocrines, reproduction, and menstruation. 
The autonomic nerve supply of the pelvic organs is 
demonstrated by illustrations of dis.sections per- 


formed by the author, and the indications and 
technic for performing presacral neurectomy are 
presented. 

A chapter on the art of gynecologic diagnosis 
appropriately precedes the section of the text de- 
voted to childbirth injuries and diseases of the 
genital organs. The operative treatment of child- 
birth injuries is presented with consideration of 
limitations, precautions, and contraindications for 
each separate procedure. The technic of each op- 
eration is described in steps and illustrated with 
well selected drawings. The author stresses the 
adequate fixation of the vagina in vaginal hyster- 
ectomy to prevent subsequent prolapse. He also 
recommends leaving a mushroom catheter in the 
bladder for at least three days after vaginal plastic 
surgery to put the operative area at rest. 

The subject of fistulas is preceded by an inter- 
esting discussion of the historical background of 
operative therapy. Principles emphasized in the 
treatment of vesicovaginal fistulas include good 
exposure, free mobilization of the tissue layers, 
closure of the fistula in layers in different direc- 
tions, use of metallic sutures, and use of the in- 
dwelling urethral catheter. 

In the section devoted to pelvic infections, the 
subject of gonorrhea in women is discussed in its 
various phases and during pregnancy. The author 
believes that the length of conservative treatment 
for chronic salpingitis is often guided by social, 
domestic, and economic features. Separate chap- 
ters are devoted to genital tuberculosis, puerperal 
infections, and syphilis. 

Pruritis, cyclic changes in the vaginal epithelium, 
leukorrhea, and vaginal infections are discussed 
under the general heading, “Diseases of the Vulva 
and Vagina.” The causes of leukorrhea are clas- 
sified as physiologic, constitutional, and pathologic. 
The diagnosis and treatment of the bacterial, pro- 
tozoaf, and fungus forms of vaginitis are pre- 
sented. 

In the chapter on diseases of the cervix, the au- 
thor stresses the importance of removing those 
lesions in which carcinoma frequently finds soil 
for growth. Radical cauterization of the cervix 
preceding supracervical hysterectomy is suggested 
to obviate the need for total hysterectomy. Carci- 
noma of the cervix is given detailed attention with 
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stress laid on prevention and the detection of early 
lesions. The statistical results reported by different 
clinics show that there is still no uniform agree- 
ment as to the choice of surgery or radiation, alone 
or combined, in the treatment of this disease. 

In the chapter on myomas of the uterus, Dr. 
Wharton presents strong evidence for the surgical 
approach to this problem as against irradiation. 
In 500 consecutive operations for myomas, he found 
12 instances of unsuspected malignancy and 17 
neoplasms of potential malignancy. The operative 
mortality for the removal of large or symptomatic 
myomas is less than the mortality that would re- 
sult if the associated conditions were left unaltered, 
according to this study. 

Recent studies are quoted to show that radiation 
therapy alone is not reliable for the treatment of 
carcinoma of the endometrium. The most reliable 
therapy is total hysterectomy with removal of both 
tubes and ovaries. In performing this operation 
several precautions arc listed for the prevention of 
implantation of malignant tissue on the perito- 
neum. The author cites recent studies to show that 
the combined use of preopcraiive radiation and 
total hysterectomy increases the survival rate of 
patients with this disease. 

The choice between total and subtotal hysterecto- 
my for benign diseases of the uterus is discussed 
in a chapter devoted to hysterectomy. The technics 
of these two procedures are described according 
to the method of Richardson and illustrated with 
drawings by Max Brddcl. Total hysterectomy is 
stated to be a more serious and difficult operation 
in respect to operative accidents, complications, and 
mortality. Thus it should be used only when the 
subtotal hysterectomy with pre-operative cauteri- 
zation of the cervix would be unsatisfactory or in- 
complete. 

Chapters on diseases of the fallopian tubes and 
ovaries follow. A classification of ovarian tumors 
based on cytologic characteristics is presented. 
Endometriosis, sterility, extrautcrine pregnancy, 
and abortion comprise the subjects discussed in the 
following section. The text on gynecology is con- 
cluded with a section on postoperative care and 
normal hygiene. 

Because of the close relationship between diseases 
of the female genitalia and urinary organs, the 



Ureteral implantation into the bowel. 


author devotes a considerable pan of the book to 
female urology. One may question the value of this 
section to the practicing gynecologist but the fact 
remains, as staled by the author in the preface, 
that the urinary organs arc the sites of the most 
serious complications in obstetric and gynecologic 
practice. 

The material on urology is introduced by a sec- 
tion on anatomy, embryology, congenital malfor- 
mations, and methods of urologic diagnosis. The 
Kelly air method of cystoscopy is described as be- 
ing a simple, quick, and easy method with which 
every g)'necologist should be acquainted. The 
technic for this time-honored method is presented 
followed by a chapter describing the more modern 
methods of water cystoscopy. 

The author then proceeds with a full discussion 
of obstructions, infections, stones, and neoplasms 
with emphasis on those conditions related to ob- 
stetrics and gynecologic practice, such as the chap- 
ters on pyelitis of pregnancy, injuries of the urinary 
traa, and ureteral implaniniion. The hook is con- 
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Jlluitrations from: Gy7ierology including Tcmale Urology by Wharton 


concluded with chapters on 
chemotherapy and on irradiation 
in gynecology and female urology. 

The book should continue to be 
of value to medical students, gen- 
eral practitioners, and gynecolo- 
gists. Much of the material in the 
text represents the teachings of 
such prominent predecessors of 
the author as Howard A. Kelly 
and Thomas S. Cullen. However 
Dr. Wharton has drawn on the 
reports of many gynecologists, 
urologists, and physicians from 
all sections of the country, as 
well as from his own experiences 
and those of his contemporaries 
at Johns Hopkins Hospital. 

All references are listed in bibli- 
ographies at the end of the chap- 
ters. The index to the text fills 27 
pages of fine print. Many of the 
illustrations are excellent drawings 
by the late Max Brodel ' and by 
his daughter Elizabeth, originally 
made for Drs. Kelly and Cullen, 
respectively. The drawings by 
Schlossberg, prepared for the au- 
thor, are limited in number but 
are of excellent quality. In general 
the text represents a cross-section 
of sound gynecologic and urologic 
thought, well documented, logi- 
cally constructed, and presented in 
a clear, readable manner. 

M.S. 


Closure of a vesico-vaginal fistula. The layers of the vesico-vaginal septum are dissected out and closed 
separately, whenever possible, a; Mobilization of the vaginal wall around the fistula; vaginal wall mobil- 
ized and retracted from the fistula, exposing the next layer, the subvesical fascia; d: the fascia mobilized 
and bladder wall exposed. The scarred edges of the fistula are trimmed off, giving fresh surfaces to heal. In 
c, the opening is being closed, using a continuous suture of fine (00) chromic catgut. The suture is laid at 
right angles to the other suture lines; /; sutures of fine silver wire, through both fascia and vaginal wall. 
Before these are tied, one may approximate the fascia with interruped sutures of chromic catgut, 00. This 
step is not illustrated. After the silver wire sutures are tied, the closure of the vagin.al wall may be reinforced 
by a few interrupted sutures of fine catgut, as shown. 



What Other Editors Think 

Editorial Evaluations of Current Contributions To Medical Progress 


THE GENERAL PRACTITIONER 
HAS HIS INNINGS 

T he progress made within the past few years 
toward providing a more secure status for 
the general practitioner is really remarkable. When 
it became evident that the emphasis on specializa- 
tion was endangering the supply of general prac- 
titioners, the leaders of organized medicine began 
to take steps to halt and, if possible, reverse the 
trend. 

The Section on General Practice, which had 
held trial sessions since 1943, was made a perma- 
nent member of the A.M.A. family in 1946. In 
Chicago last December the House of Delegates 
passed two resolutions for the general practitioner’s 
Ijenefit. One was intended to encourage the in- 
clusion of general practitioners on the staffs of 
hospitals, and to discourage the requirement of 
certification as a requisite for membership on a 
hospital staff. The second resolution gave the 
green light to a certification board for general 
practice, to be set up under the auspices of the 
Section on General Practice. 

In the Atlantic City session this year, the Coun- 
cil on Medical Education and Hospitals issued a 
supplementary report disclaiming any intent to 
close the staffs of hospitals to general practitioners, 
and urging that general practice sections be or- 
ganized in hospital staffs. In his address to the 
House, President Harrison Shoulders stated that 
the most urgent need in medicine is increasing 
the number and availability of general practition- 
ers, and recommended a special committee to 
study the distribution of medical care, especially 
in terms of the general practitioner. 

President-Elect Bortz recommended an addi- 
tional session for the general practitioner in con- 
nection with the midwinter session of the House 
of Delegates. He also suggested that this mid- 
winter session be rotated from one area of the 


United States to another, instead of being held in 
Chicago every year. The recommendations of 
both the retiring and the incoming presidents 
were unanimously adopted. 

The committee appointed from the Section on 
General Practice to consider the advisability of 
setting up a specialty board for general practice 
decided that the establishment of such a board 
should be postponed for the present, at least. In- 
stead, an organization to be known as the “Amer- 
ican Academy of General Practice” was formed, 
with Dr. Paul Davis of Akron, Ohio, as its presi- 
dent. Dr. Davis was chairman of the Section on 
General Practice this year. 

The Academy of General Practice is to be a 
national organization, presumably analogous to the 
College of Physicians or the College of Surgeons. 
One commendable feature which is embodied in 
its by-laws provides that membership “shall termi- 
nate at the end of three years, and to be eligible 
for rcclcciion ... a member must have maintained 
his high moral and professional character, and 
must have spent a minimum of one month during 
his three-year period in postgraduate training of a 
nature acceptable to the membership committee.” 

The objects and purposes of the organization 
arc given as follows: 

1. To promote .nnd maintain hifili standards of die gen- 
cmI practice of Medicine and Surgery; 

2. To encourage and assist in providing postgr-iduatc 
study for general Practitioners in Medicine and Sur- 
gery, anti to encourage and assist practicing physicians 
and surgeons to pariictp.itc in such training; 

3. To cncouMgc and assist young men and women to 
prepare, qualify and establisli themselves in general 
practice; 

To protect tlic riglil of the General Practitioner to 
engage in Medical and Surgical procedures for which 
lie is qu.'illficd liy training .and experience; 

5. To advance medical science and private and public 
health. 

Qualifications for mcmbcr.ship arc set forth in 
the by-laws; 
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Illustrations from: Gynecology including Female Vrology by Wharton 


concluded with chapters on 
chemotherapy and on irradiation 
in gynecology and female urology. 

The book should continue to be 
of value to medical students, gen- 
eral practitioners, and gynecolo- 
gists. Much of the material in the 
text represents the teachings of 
such prominent predecessors of 
the author as Howard A. Kelly 
and Thomas S. Cullen, However 
Dr. Wharton has drawn on the 
reports of many gynecologists, 
urologists, and physicians from 
all sections of the country, as 
well as from his own experiences 
and those of his contemporaries 
at Johns Hopkins Hospital. 

All references are listed in bibli- 
ographies at the end of the chap- 
ters. The index to the text fills 27 
pages of fine print. Many of the 
illustrations are excellent drawings 
by the late Max Brodel 'and by 
his daughter Elizabeth, originally 
made for Drs. Kelly and Cullen, 
respectively. The drawings by 
Schlossberg, prepared for the au- 
thor, are limited in number but 
are of excellent quality. In general 
the text represents a cross-section 
of sound gynecologic and urologic 
thought, well, documented, logi- 
cally constructed, and presented in 
a clear, readable manner. 

M.S. 


Closure of a vesico-vaginal fistula. The layers of the vesico-vaginal septum are dissected out and closed 
separately, whenever possible. Mobilization of the vaginal wall around the fistula; b: vaginal wall mobii- 
A from the fistula, exposing the next layer, the subvesical fascia; d; the fascia mobilized 

Tthe The scarred edges of the fistula are trimmed off, giving fresh surfaces to heal. In 

, the opening is being closed, using a continuous suture of fine (00) chromic catgut. The suture is laid at 
bffn ''he other suture lines; /: sutures of fine silver wire, through both^fascia and vaginal wall. 

Before these are tied, one may approximate the fascia with interruped sutures of chromic catgutf 00 . This 

bv a fen •nte "he vaginal wall may\e reinforced 
D) a fen interrupted sutures of fine catgut, as shown. ° ^ 
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three minutes; a “course” is one daily dose for 
three or four days. There are various toxic effects. 
An early symptom is nausea and vomiting com- 
ing on within a few hours, and some patients get 
this after every dose. 

The first blood change is lymphopenia, and then 
the granulocytes are diminished; with this dosage 
the anemia produced should be only slight; the 
platelet-count is often lowered. These effects are 
temporary and after about five weeks hemopoiesis 
is back to normal. So far as the research has pro- 
ceeded — the longest follow-up is two years — it 
seems that doses of this nitrogen mustard can be 
repeated without the danger of inducing an ir- 
reversible aplasia of the blood-forming tissues. 
Overdosage, or giving the drug in too concen- 
trated a form, is liable to cause serious destruction 
of hemopoietic and lymphatic tissues, and fatal 
aplastic anemia may be the result. 

Nitrogen mustard treatment has now been 
given to patients with several neoplastic diseases, 
but significant success has been obtained only in 
diseases involving the blood-forming or lymphatic 
tissues. Trials with metastatic mammary and cer- 
vical carcinoma and with melanosarcoma have not 
been encouraging, though Rhoads reports a tem- 
porary remission with “anaplastic carcinoma” of 
the lung. The best results have been obtained in 
Hodgkin’s disease. 

With lymphosarcoma, 4 out of 6 patients had 
clinical remissions lasting three to eighteen months 
—a result comparable with that gained by x-ray 
treatment. Acute leukemia is as unresponsive 
to nitrogen mustard as to other therapy. With 
chronic lymphatic leukemia the results have not 
so far been as satisfactory as with x-rays; in chronic 
myeloid leukemia the results have been variable, 
in some cases a remission lasting several months 
being obtained, while in others there was only 
transient symptomatic improvement although the 
leucocyte count was reduced. In polycythemia vera 
nitrogen mustard treatment induced a lowering 
of the rcd-ccl! count and .symptomatic improve- 
ment lasting a few months. The treatment had no 
effect in multiple myeloma. 

The Lancet, Vol, 252, p. 9/^. 


GLUTAMIC ACID 

G lutamic acid is an important constituent of 
brain tissue. It is the only amino-acid known 
to be metabolized by the brain, in which it in- 
creases oxygen consumption. Wheat gluten con- 
tains glutamic acid in abundance. The connection 
between our daily bread and the functioning of the 
brain has recently been brought into the fore- 
ground of speculation by Mcllanby’s experiments 
with dogs. Feeding dogs of the same litter at one 
time on untreated flour, and at another time on 
flour commercially bleached and “improved” by 
nitrogen trichloride, he found that dogs fed on 
the improved flour developed canine hysteria, from 
which tliey remained free while on a <fiet of un- 
treated flour. 

In the United States, interest in these questions 
was first focused on the feeding of glutamic acid 
to rats, from which it was found that their powers 
of maze learning were improved. Zimmerman, 
Burgemeister, and Putnam have reported an ex- 
periment in whicli glutamic acid w.as fed to 9 
children of whom 7 were epileptic and two men- 
tally retarded. Their ages ranged from 16 months 
to 17 years. Sufficient glutamic acid was given to 
produce a noticeable increase in motor activity, 
the dose varying from 6 to 24 gm. a day by mouth; 
this dosage was maintained for six months. 

In every one of the epileptic children there was 
clinical improvement, 5 of the 7 ceasing to have 
fits; but treatment by phenobarbitonc and other 
drugs had been continued, and the improvement 
cannot be attributed with any certainty to the 
glutamic acid. Apart from the 2 youngest children, 
aged 16 months and 2 years, both of whom were 
seriously retarded, all the remaining children 
showed a greater improvement in intelligence than 
could be expected from lapse of time alone. There 
were improvements in the intelligence quotient 
of from 5 to 13 points, with an average of 9. 

It is perhaps permissible to speculate whether 
these improvements in intelligence were due not 
to a direct action of the extra glutamic acid but to 
its protective action against the subclinical ill- 
effects of the children’s normal diet of bread made 
from treated flour. 

British Medical Journal, July 12. p. 62. 


New Drugs 

Information published in this department has been supplied by the manufacturers of the products described. 


RUTIN TABLETS 

purpose: a purified product prepared by extraction 
from buckwheat for use in restoring increased 
capillary fragility to normal. 

composition; Each tablet contains 20 mg. of Rutin, 
a crystalline glucoside of quercetin derived from 
buckwheat and purified by recrystallization, which 
makes assay and accurate dosage possible. 

description; Greenish-yellow tablets. 

INDICATIONS FOR USE; To restore increased capillary 
fragility to normal, preventing vascular accidents in 
patients with hypertension, and in various hemor- 
rhagic conditions in which capillary fragility or 
permeability is involved. It arrests the progress of 
diabetic retinitis and has been shown to be effective 
against persistent bleeding of gums and nose caused 
by capillary fragility. 

DOs.AGE AND ADMINISTRATION: Orally, One tablet (20 
mg.) three times a day; occasionally in refractory 
cases 40 mg. three times a day, or even more, may 
be given. Rutin therapy should be continued even 
after capillary fragility has returned to normal. Ade- 
quate intake of Vitamin C is indicated simultane- 
ously. 

HOW supplied: 20 mg. tablets supplied in bottles of 
100. 

LIST price: Bottle of 100 tables (20 mg.) — S5.00. 

producer: E. R. Squibb & Sons, New York, N. Y. 

'LYO-B-C’ PRINCIPAL B-COMPLEX FACTORS 
WITH ASCORBIC ACID 

purpose: For the parenteral treatment of vitamin B- 
complex and ascorbic acid deficiency states; inter- 
ference with absorption and ingestion, increased 
metabolism, psychiatric use, debilitated states, ad- 
dition to infusions, wound healing. 

composition: Each ‘Vacule’ vial of ‘Lyo-B-C’ contains 
thiamine hydrochloride (vitamin Bj), 100 mg.; 
riboflavin (vitamin B„), 10 mg.; pyrodixine hydro- 
chloride (vitamin B,,), 10 mg.; calcium pantothenate, 
50 mg.; niacinamide, 25 mg.; ascorbic acid (vitamin 
C), 200 mg. 

dosage: Daily dosage, intravenously, is the contents 
of one ‘Vacule’ vial restored to 5 cc.. or it may be 
added to intravenous infusion. Daily dosage, in- 
tramuscularly, is the contents of one ‘Vacule’ vial 
restored to 2 cc. 

now supplied: In a ‘Vacule’ vial with a 5 cc. vial of 
distilled water, sterile, or in 25-5 cc. vials of dried 
material with 5-25 cc. vials of distilled water, sterile. 

producer: Sharpe & Dohme, Philadelphia, Pa. 


SYRUP CHOLINE DIHYDROGEN CITRATE (FLINT) 

purpose; In the prevention and treatment of fatty 
infiltration of the liver. 

description: Palatable form of choline. The dihydro- 
gen citrate salt is less hygroscopic and more stable 
than the chloride. 

indications for use: Fatty infiltrations of the liver; 
early cirrhosis; related hepatic syndromes. 

dosage: 2 to 3 teaspoonfuls (2 to 3 gm. choline dihy- 
drogen citrate) per day in divided doses. 

HOW supplied: Pint and gallon bottles. 

producer: Flint, Eaton & Company, Decatur, 111 . 


MUCOTIN 

purpose: Treatment of peptic ulcer and gastric hyper- 
acidity. 

composition: Each Mucotin tablet contains: gastric 
mucin, 2!^ gr. (0.16 gm.); dried aluminum hydrox- 
ide, 4 gr. (0.26 gm.); magnesium trisilicate, 7 gr. 
(0.45 gm.). • 

description: Within physiologic dosage, Mucotin is 
non-toxic and has a minimal effect on gastrointes- 
tinal functions. Its highly purified mucin is virtual- 
ly histamine-free and will not produce acid rebound. 
dosage: The usual dose is 2 tablets every 2 hours, or 
as directed by physician. To obtain optimal results, 
tablets must be chewed thoroughly. 

HOW supplied: Dose-dispenser packages of 50 tablets. 
producer: Harrower Laboratory, Inc., Glendale, Cal. 


FERROUS GLUCONATE STABILIZED (BREON) 
purpose: For the treatment of hypochromic anemia. 
composition: Hematinic, 12 per cent iron by weight. 

and 98 per cent in the ferrous state. 
indications for use: In the anemias of infants, grow- 
ing children, pregnancy, and of middle-aged women. 
dosage: Tablets: Adults 3 to 6 per day. 

Children i to 2 per day. 

Elixir: Adults 4 to 8 teaspoonfuls daily. 

Children 1 to 4 teaspoonfuls daily. 
cautions: Prolonged concurrent administration of 
iron and phosphorus preparations may result in 
rickets. 

how supplied: Tablets, 5 grain, in bottles of 100, 
500, 1,000. Elixir, 5% (7% alcobol) in bottles of 
6 fl. oz., pints, gallons. 

producer: George A. Breon & Co., Kansas City, Mo. 
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QUIN-DIEM 

purpose: Nutritional essential for therapeutic pur- 
poses. 

composition: Each capsule Quin-Diem contains: 

Vitamin A • 25,000 U.S.P. Units 

Tliiaminc hydrochloride 5 mg. 

Riboflavin 10 mg. 

Niacinamide * 50 mg. 

Ascorbic acid 150 mg. 

Vitamin D (Irradiated 
Ergosterol) ' 1000 U.S.P. Units 

indications roR use: Nutritional therapy in multiple 
vitamin deficiency states. 

dosage: One to three capsules daily depending upon 
the requirements of the individual case as deter- 
mined by the physician. 

HOW supplied: Quin-Diem is promoted solely to the 
medical profession for prescription when a vitamin 
deficienry slate has been diagnosed. Quin-Diem is 
supplied in bottles of 50, joo and 250 soft elastic, 
yellow capsules. 

producer: McNeil Laboratories, Inc., Philadelphia, Pa. 


MESANTOIN 

purpose: For epilepsy. 

co.MPosiTioN: 3-methyl-5,5*phenyl-ethyl-hydantoin. 

INDICATIONS FOR USE: Grand mal and psychomoior 
equivalents of epilepsy. 

dosage: Average dosage of Mesantoin for adults is 
from 2 to 6 tablets (0.2 to o.O gm.) daily. This 
dosage may he raised up to 8 tablets (0.8 gm.) daily 
and more if necessary to control seizures. Children 
require from i to 4 tablets (o.i to 0.4 gm.). In 
general, dosage should be adjusted to the needs of 
the individual patient by establishing sm.allcsl ef- 
fective dose required to suppress, or reduce to a 
minimum, the frequency of seizures. 

cautions: Some patients taking full therapeutic doses 
may develop a mobrilli-form, itching skin rash 
sometimes associated with elevation of body tem- 
l^raturc. Dosage should he reduced drastically (ap- 
proximately 50 per cent) and replacement of the 
anticonvulsant effect by a harbiluaie. If rash per- 
sists or incrc.ises, medication with Mesantoin should 
he discontinued. 

HOW supplied: T.ihlets (o.i gm.) 

price: Bottles of Druggists 

50 Si.oo 

250 3.90 

1000 13.20 

producer: vS.andoz Chemical Works, Inc., New York, 
N. Y. 


SODIUM NICOTINATE, 140 MG., STERILE SOLUTION 
purpose: Vasodilator. 
composition: Each 10 cc. contains: 

Sodium nicotinate 140 mg. (equivalent to 100 mg. 
nicotinic acid). 

Double distilled water .q.s. 
description; Induces dilation of the cranial and periph- 
eral vessels without affecting blood pressure. For 
use in alleviating the vasoconstrictor types of head- 
ache such as migraine, headaches associateil with 
high blood pressure and nervous tension, and head- 
aches following spinal puncture. 
administr.\tion: Intravenous injection of 10 cc. 
now supplied: Six jo cc. ampuls $2.45. Twenty-five 
to CC- ampuls S7.00. 

producer: The Upjohn Company, Kalamazoo 99, 
Mich. . 

PROGESTERONE IN OIL 

purpose: a pure crystalline preparation of Proges- 
terone for use in preventing certain accidents of 
pregnancy and in treating certain menstrual dis- 
orders resulting from a deficiency of the corpus 
luteum hormone. 

composition: A sterile prep.iration of pure crystalline 
Progesterone (delta* 3, 20 diketo pregnene) in corn 
or sesame oil. Standardized in terms of Interna- 
tional units, one I. U. being the progestational ac- 
tivity of I mg. of the crystalline standard, 
description; A clear, yellow oily liquid. 

INDICATIONS FOR USE: Certain cases of habitual or 
threatened abortion; pregnant diabetic women with 
low pregnandiol and high chorionic gonadotrophin 
levels; dysmenorrhea; functional bleeding, amenor- 
rhea; premenstrual tension; pain due to uterine con- 
tractions following parturition. 
dosage and ad.ministration: Intramuscularly. Aver- 
age dose is 5 or to mg. but dosage varies from 2 to 
50 mg. according to condition being treated. Given 
with estrogen in pregnant diabetic women and in 
amenorrhea; possibly with estrogen in functional 
bleeding and in premenstrual tension. 
c.\uTioNs: None. 

HOW supplied: A sterile solution of Progesterone in 
Oil supplied in four strengths: 2 mg. per cc. and 
5 mg. per cc. in i cc. ampuls (in corn oil) and 10 
mg. per cc. and 25 mg. per cc. in 5 cc. rublxir- 
stoppered vials (in sesame oil). 

LIST price: 

2.0 mg. per cc. i cc. ampul, box of 5 amfmis $ 2.5S 

5.0 mg. per cc. r cc. ampul, box of 5 ampuls 4.3; 

10.0 mg. per cc. 5 cc. rubl>er-stop|x:rcd vial 5.67 

25.0 mg, per cc. 5 cc. rubbcr-stopjwrcd vial 13.50 

producer: E. R. Squibb & Sons, New York, N. Y. 



Association Notes 



JAMES E. PAULLIN, M.D. 

Presiding at the 1947 Assembly of the Interstate 
Postgraduate Medical Association at St. Louis, Oc- 
tober 14 to 17, will be Dr. James E. Paullin, Presi- 
dent of the Association. Dr. Paullin, who is Pro- 
fessor of Clinical Medicine at Emory University 
School of Medicine, is also Chief of Medicine of 
Emory University Division of Grady Hospital. 
During World War 1 , he served as a Major in the 
Medical Corps, U. S. Army and was Honorary 
Consultant to the Surgeon General, U. S. Navy, 
in World War 11 . Dr. Paullin was president of the 
American Medical Association in 1943-1944 and 
has held the office of president of the American 
Clinical and Climatological Society, American 
College of Surgeons and the Southern Medical 

Association. 



HERMAN L. KRETSCHMER, M.D. 

The president-elect of the Interstate Postgrad- 
uate Medical Association, Dr. Herman L. Kretsch- 
mer, will assume office at the 1947 Assembly of the 
Association at St. Louis, October 14 to 17. Dr. 
Kretschmer is Clinical Professor of Surgery 
(Genito-Urinary), Rush Medical College, Univer- 
sity of Illinois, formerly University of Chicago. He 
is ex-president of the American Medical Associa- 
tion (1944-1945), American Board of Urology, Chi- 
cago Medical Society, Chicago Urological Society, 
American Urological Association, American Asso- 
ciation of Genito-Urinary Surgeons, and is a mem- 
ber of the Board of Trustees of the Institute of 
Medicine. Dr. Kretschmer is also a member of the 
International Urological Association and the 
American College of Surgeons. 



PROGRAM 


International Medical Assembly 
Interstate Postgraduate Medical Association of North America 
October 14, 15, 16, 17, 1947 
St« Louis, Missouri 


Tuesday, October 14 
8:00 A. M. 

8:oo Diagnostic Clinic: “The Medical Management 
of Hyperthyroidism.” 

Dr. Daniel L. Sexton, Assistant Professor of Clini- 
cal Medicine, St. Louis University School of 
Medicine, St. Louis, Missouri. 

8:30 Diagnostic Clinic: “The Acute Abdomen; 
Iloentgenographic Aids in Diagnosis." 

Dr, LeRoy Sante, Professor of Radiology and 
Director of the Department, St. Louis University 
School of Medicine, St. I-ouis, Missouri. 

9:00 Diagnostic Clinic: “The Farmer’s Back.” 

Dr. Robert D. Schrock, Professor of Orthopedic 
Surgery, University of Nebraska, Omaha, 
Nebraska. 

9:30 Diagnostic Clinic; “Carcinoma of The Esopha- 
gus.” 

Dr, Michael E. DcBakey, Assistant Professor of 
Surgery, The Tulanc University of Louisiana 
School of Medicine, New Orleans, Louistan.'i. 

10:00-11:00 Intermission for Review of Exhibits 

ii;oo Diagnostic Clinic: “Regional Enteritis,— 
Diagnosis and Management.” 

Dr, Charles B. Pucstow, Associate Professor of 
Surgery, University of Illinois College of Medi- 
cine, Chicago, Ulinois. 

11:30 Diagnostic Clinic: “Diabetes.” 

Dr. Elliott P. Joslin, Clinic.il Professor of Medi- 
cine, Emeritus, Harvard Medical School, Boston, 
Massachusetts. 

Noon Intermission 

1:30 P. M. 

1:30 Diagnostic Clinic: “Psychosomatic Medicine 
and Methods of Diagnosis.” 

Dr. Edwin F. Gtidea, Professor of Psychiatry 
and Head of the Department of Neuropsychiatry, 
Washinctoh University School of Medicine, St. 
Louis, Missouri. 

2:00 Diagnostic Clin'c: “Use of Parenteral Feeding 
in the Surgical Treatment of Intestinal Fistula.” 


Dr. Robert Elman, Associate Professor of Clinical 
Surgery, Washington University School of Medi- 
cine, St. Louis, Missouri. 

2:30 Address: “The Surgical Treatment of Coarcta- 
tion of The Aorta.” 

. Dr. Oscar T. Clagett, Surgical Section, Mayo 
Clinic; Assistant Professor of Surgery, Mayo Foun- 
d.'jtion, University of Minnesota Graduate School 
of Medicine, Rochester, Minnesota. 

3:00-4:00 Intermission for Review of Exhibits 

4:00 Address: “Laboraioiy Methods and Their In- 
terpretation.” 

Dr. R. B. H. Gradwohl, Director, Grndwohl 
School of Laboratory and X-ray Technique, St. 
Louis, Missouri. 

4:30 Address: “Present Methods in The Treatment 
of Anterior Poliomyelitis.” 

Dr. Wallace H, Cole, St. Paul, Minnesota, Pro- 
fessor of Orthopedic Surgery and Surgery, Uni- 
versity of Minnesota School of Medicine, Minne- 
apolis, Minnesota. 

5:00 Address: “Scrotal Enlargements.” 

Dr. R. Theodore Bergman, Associate Professor 
of Urolog)', School of Medicine, College of Medi- 
cal Evangelists, Los Angeles, California. 

Dinner Intermission 

7:30 P. M. 

7:30 Address: "Anorexia Nervosa.” 

Dr. John M. Bcrkman, Mayo Clinic; Assistant 
Professor of Medicine, University of Minnesota 
Graduate School of Medicine, Rochester, Minne- 
sota, 

8:00 Address: “Advances in The Treatment of Glau- 
coma.” (The Schneider Foundation Eye Presen- 
tation.) 

Dr, Edward J. Curran, Professor of Ophthal- 
molog)'. University of Kansas School of Medicine, 
Kansas City. Missouri. 

8:^0 Address: “Tlic Present Status of Antibiotic 
Therapy.” 

Dr. John A. Kolmcr, Professor of Medicine, in 
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Charge of Bateriology and Immunology, Temple 
University School of Medicine; Director, Research 
Institute of Cutaneous Medicine, Philadelphia, 
Pennsylvania. 

9:00 Address: “Endocrine Therapy in The Treat- 
ment of Prostatic Cancer.” 

Dr. Reed M. Nesbit, Professor of Surgery — Urol- 
ogy, University of Michigan Medical School, Ann 
Arbor, Michigan. 

Wednesday, October 15 
8:00 A. M. 

8:00 Diagnostic Clinic; “Ligation of Persistent 
Ductus Arteriosus.” 

Dr. James L. Mudd, Assistant Professor of Sur- 
gery, St. Louis University School of Medicine, St. 
Louis, Missouri. 

8:30 Diagnostic Clinic; “The Xiphosternal Crunch; 
Its Recognition and Its Unfortunate Role in Life 
Insurance and Employment Rejections.” 

Dr. Myer Solis-Cohen, Assistant Professor of 
Medicine, University of Pennsylvania Graduate 
School of Medicine, Philadelphia, Pennsylvania. 
9:00 Diagnostic Clinic; “The Results of Electric 
Shock Therapy.” 

Dr. Leland B. Alford, Associate Professor of 
Neurology and Psychiatry, St. Louis Univ'erciiy 
School of Medicine, St. Louis, Missouri. 

9:30 Diagnostic Clinic; “Differential Diagnosis of 
Bronchial Asthma, and Management.” 

Dr. Leon Unger, Associate Professor of Medicine, 
Northwestern University Medical School; Attend- 
ing Physician at Cook County Hospital and at 
Wesley Memorial Hospital, Chicago, Illinois. 
10:00-11:00 Intermission for Review of Exhibits 
ii;oo Diagnostic Clinic; “Buerger’s Disease, Its Diag- 
nosis and Management.” 

Dr. Geza de Takats, Associate Professor of Sur- 
gery, University of Illinois College of Medicine. 
Chicago, Illinois. 

11:30 Diagnostic Clinic; "Lung Failure.” 

Dr. James D. Adamson, Professor of Medicine 
and Director of the Department of Internal Medi- 
cine, University of Manitoba School of Medicine. 
Winnipeg, Manitoba, Canada. 

Noon Intermission 

■ 1:30 P. M. 

1:30 Diagnostic Clinic; “Drug Allergy.” 

Dr. Harry L. Alexander, Professor of Clinical 
Medicine, Washington University School of Medi- 
cine, St. Louis. Missouri. 

2;oQ Diagnostic Clinic “The Anemias.” 

Dr. Cyrus C. Sturgis, Professor of Internal Medi- 
cine, Director of Simpson Memorial Institute and 
Chairman of the Department of Internal Medi- 
cine, University of Michigan Medical School. Ann 
Arbor. Michigan. 

2:30 Diagnostic Clinic: “Peptic Ulcer.” 


Dr. Frank H. Lahey, Director, Lahey Clinic; 
Surgeon, New England Deaconess and New Eng- 
land Baptist Hospitals, Boston, Massachusetts. 

3:00-4:00 Intermission for Review of Exhibits 

4:00 Address: “Diagnosis and Treatment of Infec- 
tious Hepatitis.” 

Dr. Richard B. Capps, Assistant Professor of 
Medicine, Northwestern University Medical 
School, Chicago, Illinois. 

4:30 Address: “The Application of Radioactive 
Iodine to The Study and Treatment of Thyroid 
Diseases.” 

Dr. Francis R. Keating, Jr., Assistant Professor 
of Medicine, Mayo Foundation, University of 
Minnesota Graduate School of Medicine, Roches- 
ter, Minnesota. 

5:00 Address: “Dissecting Aneurysms of The 
Aorta.” 

Dr. James E. Paullin, Professor of Clinical Medi- 
cine, Emory University School of Medicine, At- 
lanta, Georgia; President, Interstate Postgrad- 
uate Medical Association of North America; 
Honorary Consultant ift Internal Medicine to the 
Surgeon General, U. S. Navy. 

Dinner Intermission 

7:30 P. M. 

7:30 Address: “Tumors of The Brain; Advances in 
Diagnosis and Treatment.” 

Dr. Winchell McK. Craig, Section on Neuro- 
logical Surgery, Mayo Clinic; Professor of Neuro- 
surgery, University of Minnesota Graduate School 
of Medicine, Rochester, Minnesota. 

8:00 Address: “The Cancer Problem.” 

Dr. Edward L. Bortz, President, American Medi- 
cal Association; Associate Professor of Medicine, 
University of Pennsylvania Graduate School of 
Medicine, Philadelphia, Pennsylvania. 

8:30 Address: “The Curious Syndromes Produced by 
Litde Unrecognized Cerebral Thromboses.” 

Dr. Walter C. Alvarez, Mayo Clinic; Professor 
of Medicine, University of Minnesota Graduate 
School of Medicine, Rochester, Minnesota. 

9:00 Address: “Respiratory Emergencies.” 

Dr. John A. Toomey, Professor of Clinical Pediat- 
rics and Contagious Diseases, Western Reserve 
University School of Medicine, Cleveland, Ohio. 

Thursday, October 16 
8:00 A. M. 

8:00 Diagnostic Clinic: “Repairs of Major Defect of 
the Face.” 

Dr. James Barrett Brown, Associate Professor of 
Clinical Surgery'. Washmuton University School 
of Medicine, St. Louis, Missouri. 

8:30 Diagnostic Clinic: “Diagnosis and Treatment 
of Psoriasis.” 

Dr. Clinton W. Lane, Assistant Professor of Clini- 
cal Dermatology, Washington University School 
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of Medicine, St. Louis, Missouri. 

9:00 Diagnostic Clinic: "Diagnosis and Treatment 
of Myasthenia Gravis." 

Dr. Henry R, Viets, Lecturer on Neurology, Har- 
vard University Medical School, Boston, Massa- 
chusetts. 

9:30 Diagnostic Clinic: "The Middle Lobe Syn- 
drome." 

Dr. Evarts A. Graham. Blxby Professor of Sur- 
gery and Head of the Department, Washington 
University School of Medicine, St. Louis, Mis- 
souri. 

io:oo-Ji:oo Intermission for Review of Exhibits 

ri:oo Diagnostic Clinic: “Subarachnoid Hemorrhage 
and Intracranial Aneurysm.” 

Dr. Henry G. Schwartz, Professor of Neuro- 
logical Surgery, Washington University School of 
Medicine, St. Louis, Missouri. 

11:30 Diagnostic Clinic: “The Diagnosis and Treat- 
ment of Hydronephrosis." 

Dr. Herman L. Kretschmer, professor of Urol- 
ogy (Surgery), University of Illinois College of 
Medicine, Chicago, Illinois; President-Elect Inter- 
state Postgraduate Medical Association of North 
America. 

Noon Intermission 

1:30 P. M. 

1:30 Diagnostic Clinic: “Surgery of The Pancrc.as." 

Dr. Richard B. Cattell, Lahey Clinic, Boston, 
Massachusetts. 

2:00 Diagnostic Clinic: “Diseases of The Thyroid." 

Dr. George Crilc, Jr., Cleveland Clinic, Cleve- 
land, Ohio. 

2:30 Address: “Aseptic Necrosis of Bone; Its Man- 
agement and Prognosis.” 

Dr. Dallas B. Phemistcr, Thomas D. Jones, Pro- 
fessor Emeritus, Department of Surgery, Univer- 
sity of Chicago School of Medicine, Chicago, 
Illinois. 

3:00-4:00 Intermission for Review of Exhibits 

4:00 Address: “Resection and Primar)' Anastomosis 
for Lesions of TTic Left Colon." 

Dr. John M. Waugh, Surgical Section, Mayo 
Clinic; Assistant Professor of General Surgery, 
University of Minnesota Graduate School of 
Medicine, Rochester, Minnesota, 
and 

Dr. Monford D. Custer, Jr., Fellow in Surgery, 
Mayo Clinic. Rochester, Minnesota. 

4:30 Address: “Trc.itmeni of Chronic Alcoholism." 

Dr. Giorgio Lolli, Medical Director, Yale Plan 
Clinics, Yale University School of Medicine, New 
Haven, Connecticut. 

5:00 Address: “Malaria and Advances in Treat- 
ment." 

Dr. James A. Shannon, Director. Squibb Institute 
for Mcdlc.ii Research, New Brunswick, New 
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jersey; recently Professor of Pharmacology, New 
York University College of Medicine, New York, 
New York; formerly in charge of the testing pro- 
gram of new antimalarials under the U. S. Board 
for the Coordination of M.alarial Studies. 

ASSEMBLY DINNER 

The Gold Room — Hotel Jefferson — Informal 
7:00 P. M. 

For members of the profession, their ladies 
- and friends. 

Program 

W^clcomc, and presentation of President Dr. James E. 
Paullin, Atlanta, Georgia, by 

Dr. Carl F. Vohs, President, St. Louis Medical 
Society, St. Louis, Missouri; Assistant Professor 
of Clinical Orthopedic Surgery, St. Louis Univer- 
sity School of Medicine; Associate Orthopedist, 
Tlie University Hospital; General Chairman, 
1947 St. Louis Assembly of the Interstate Post- 
graduate Medical Association of North America. 
Addresses 

“Medical Citizenship." 

Dr. James E. Paullin, President, Interstate Post- 
graduate Mcdic.ll Association of North America; 
Professor of Clinical Medicine, Emory University 
School of Medicine, Atlanta, Georgia; Honorary 
Consultant in Internal Medicine to the Surgeon 
General, U. S. Navy. 

Presentation of Dr. Herman Kretschmer, President- 
Elect of the Interstate Postgraduate Medical Asso- 
ciation of North America; Professor of Urology* 
(Surgery), University of Illinois College of Medi- 
cine, Chicago, Illinois. 

“Use Your Head.” 

A baffling lecture demonstration on Memory and 
Telepathy. 

Dr, Bruno Furst, New York City; LL.D., Uni- 
versity of Bonn; Associate Professor of Psychology 
at Masaryk College, Prague, Czechoslovakia, 1933 
to 1938; Director, School of Memory and Con- 
centration, New York City, since 1939. 

Friday, October 17 
8:00 A. M. 

8:00 Address: “Congenital Heart Lesions and Their 
Treatment.” 

Dr. Howard B. Burchcll, Assistant Professor of 
Medicine, Mayo Foundailon, Rochester, Minne- 
sota, 
and 

Dr. J, E. Edwards, Assistant Professor of Medi- 
cine, Mayo Foundation, Rochester, Minnesota. 

8:30 Diagnostic Clinic: “Differcnti.il Diagnosis, 
Iknii*n Proslatic Hy|x:rtrophj% and Neurogenic 
Bladders. Various Tyf>es.” 

Dr. Dalton K. Rose, Professor of Clinical Geni- 
tourinary Surgery. Washington University School 
of Medicine, St. Lotiis, .Missouri. 
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9:00 Diagnostic Clinic; “Diagnosis and Treatment 
of Tularemia.” 

Dr. Lee Foshay, Professor of Bacteriology, Uni- 
versity of Cincinnati College of Medicine; Direc- 
tor of Service, Cincinnati General Hospital, Cin- 
cinnati, Ohio. ; 

9:30 Diagnostic Clinic: “Differential Diagnosis and 
Treatment of Arthritis.” 

Dr. Ralph A. Kinsella, Professor of Internal Med- 
icine and Director of the Department, St. Louis 
University School of Medicine, St. Louis, Mis- 
souri. 

10:00-11:00 Intermission for Review of Exhibits 
11:00 Diagnostic Clinic: “Bronchiogenic Carcinoma.” 
Dr. Alton Ochsner, William Henderson, Professor 
of Surgery, Tulane University School of Medi- 
cine, Chief, Alton Ochsner Medical Foundation, 
New Orleans, Louisiana. 

11:30 Address; “Drugs and Methods for the ‘Occa- 
sional’ Anesthetist.” 

Dr. Ralph M. Waters, Professor of Anesthesiol- 
ogy, University of Wisconsin Medical School, 
Madison, Wisconsin. 

Noon Intermission 

1:00 P. M. 

i;oo Diagnostic Clinic; “Treatment of Hepatic Cir- 
rhosis.” 

Dr. Goronwy Owen Broun, Professor of Internal 
Medicine, St. Louis University School of Medi- 
cine; Director, Resident Staff, St. Mary’s Group 
of Hospitals of St. Louis University, St. Louis, 
Missouri. 

1:30 Diagnostic Clinic; “Somatization Reactions of 
Anxiety.” 

Dr. Franklin G. Ebaugh, Professor of Psychiatry, 
University of Colorado School of Medicine; Di- 
rector, Colorado Psychopathic Hospital, Denver, 
Colorado. 

2:00 Diagnostic Clinic; “Further Observations on 
Prefrontal Lobotomy in Treatment of Chronic 
Mental Illness.” 

Dr. Edmund A. Smolik, Assistant Professor of 
Neurological Surgery, St. Louis University School 
of Medicine, St. Louis, Missouri, 
and 

Dr. Leopold Hofstatter, Research Associate in 
the Department of Neuropsychiatry, Washington 
University School of Medicine, St. Louis, Mis- 
souri. 

Dr. Anthony K. Busch, Instructor in Clinical 
Psychiatry, Washington University School of 
Medicine. St. Louis, Missouri. 

2:30-3:00 Intermission for Review of Exhibits 
3:00 Address; “Favorable and Unfavorable Results 
of Vagus Nerve Resection for Peptic Ulcer.” 

Dr. Waltman Walters, Mayo Clinic; Professor of 


Surgery, University of Minnesota Graduate School 
of Medicine, Rochester, Minnesota. 

3:30 Address; “Foreign Bodies in The Air and Food 
Passages.” 

Dr. Chevalier L. Jackson, Professor of Laryngolo- 
Broncho-Esophagology, Temple University School 
of Medicine, Philadelphia, Pennsylvania. 

4:00 Diagnostic Clinic: “The Climacteric in Women 
and Men.” 

Dr. August A. Werner, Assistant Professor of In- 
ternal Medicine, St. Louis University School of 
Medicine, St. Louis, Missouri. 


SPECIAL INFORMATION 
Place of Assembly 

The members of the Assembly will have the pleas- 
ure of convening in the St. Louis Public Auditorium. 
Its equipment is modern in every detail and meets 
every requirement, to carry on the Assembly suc- 
cessfully, such as acoustics, seating capacity, large 
stage, temporary hospital, electrical equipment, etc. 

The opening session of the scientific and clinical 
program will begin promptly at 8:00 o’clock Tues- 
day morning, October 14, 1947. 

Registration 

The registration fee for the four-day session is S5.00. 

Doctors in uniform, internes, graduate nurses, 
technicians and dietitians will be admitted upon the 
payment of $1.00 registration fee. Senior medical stu- 
dents and senior student nurses will be admitted free 
of charge Friday, October 17, only, and upon presenta- 
tion of proper credentials at the registration desk. 

Guests of the Association (i.e., those appearing on 
the scientific and clinical program) are requested to 
register. ' 

Life Members are requested to show their Life 
Membership cards at the time of registration. 

St. Louis physicians are urged to register in ad- 
vance of the opening of the Assembly, Monday after- 
noon October 13 at the Hotel Jefferson. 

Place of Registration 

The main Registration Department will be at the 
St. Louis Public Auditorium. This Department will 
open Tuesday morning, October 14. 

Everyone attending the Assembly must reg- 
ister. A distinctive badge will be issued to all profes- 
sional men and women at the .time of registration, 
and a distinctive button will be issued to the senior 
medical students and senior student nurses. No one 
will be permitted to attend the scientific and clinical 
sessions or visit the exhibits unless a badge or button 
is shown. It is suggested that the badge or button be 
worn. Your co-operation in this matter is requested. 



Technical Exhibits 

ST. LOUIS ASSEMBLY 

INTERSTATE POSTGRADUATE MEDICAL ASSOCIATION 


ABBOTT LABORATORIES 
Booths 77-7S 

You are most cordially invited to visit the exhibit 
prepared for this meeting. Abbott Professional Serv- 
ice representatives in attendance will be glad to dis- 
cuss with you the newer developments in the anti- 
biotic, anticonvulsant, anesthetic, hormone, sulfona- 
mide, hematinic, allergenic, vitamin, and other fields. 
ALKALOL COMPANY 
Booth 118 

This exhibit features Alkalol, the balanced alka- 
line, saline solution for the treatment of mucous mem- 
branes and irritated tissues. It is bland, nontoxic and 
effective and has been a favorite since 1896. We are 
also showing Irrigol, a powder which in solution 
makes an aseptic, slightly astringent vaginal douche. 
It is widely used also for colonic irrigations and as 
an effective rectal enema. 

W. D. ALLISON COMPANY 
Booths 202-20} 

The W. D. Allison Company’s exhibit this year 
will be located in Booths No, 202 and 203 (adjacent 
to the Refreshment Stand). On display will be fur- 
niture designed for the general practitioner and also 
specialized equipment for the pediatrician, proctolo- 
gist, etc. Allison services are yours for the asking- 
see our representatives, 

A. S. ALOE COMPANY 
Booths 8-9-10 

The A. S. Aloe Company welcomes you to Booths 
8, 9, and ro where a representative cross-section of 
Surgical, Laboratory, and Physio-Therapy equipment 
and supplies will be on display. Also, from the cur- 
rent stocks of the “world’s largest surgical supply 
house” will be shown n large range of government 
surplus instruments — new, first quality merchandise, 
fully guaranteed and selling for approximately half 
of the current list price. 

AMERICAN HOSPITAL SUPPLY CORPORATION 
Booth 119 

The American Hospital Supply Corporation will ex- 
hibit their complete line of Baxter Intravenous Solu- 
tions, Plasma and Transfusion equipment. Notable 
in this exhibit will be the new Protein Hydrolysate 
Baxter prepared from bovine blood and conspicuously 
reaction-free. It can now be offered to the profession 
in unlimited quantities. American’s new Anti-RH 
scrum will also be shown. Tltis is the remarkable new 
scrum that provides accurate RH testing in two min- 
utes or less. Agglutination is not only rapid but clearly 
visible to the naked eye as well. Various supplies 
and equipment complete the exhibit. 


AMERICAN OPTICAL CO.MPANY 
Booths 29-3 0 

The American Optical Company cordially invites 
each member and guest attending, to visit their ex- 
hibit, where they will have on display the very latest 
developments in the AO Spencer Hb Meter for 
rapid, accurate determination of hemoglobin. 

There will also be the AO Deluxe Refracting Chair 
Unit complete with precision instruments for diag-' 
nosing optical defects and prescribing corrective 
lenses. Competent AO representatives will be on hand 
to explain and demonstrate the features of any of 
these instruments. 

AMERICAN SAFETY RAZOR CORPORATION 
Booth 147 

A.S.R. Surgeon’s Blades and Handles are instru- 
ments a surgeon can trust for keenness, uniformity 
and dependability. A.S.R. products arc backed by a 
tradition of over fifty years of precision blade manu- 
facture by experienced craftsmen. Visit the A.S.R. 
Booth to examine these products and discus.*; your 
blade problems with our representatives. Also on 
view is the A.S.R. Sanitary Bed Pan Cover, new, revo- 
lutionary, made of paper, easily disposable and guar- 
antees improved sanitar)’ Bed Pan icchnic. You will 
be interested to see ihc various uses to which this 
versatile cover lends itself. 

AhlES COMPANY, INC. 

Booths 69-70 

Ames Company representatives will demonstrate 
Clinitcst, Albuicst and Hemaicst— simplified tests for 
the detection of urine-sugar, albumin and occult blood. 
They will be glad to discuss Dccholin and DechoHn 
Sodium. 

ARLINGTON CHEMICAL COMPANY 
Booth 201 

The Arlington Chemical Company will exhibit 
some of their principal pharmaceutical products and 
also their full line of Allergenic Extracts, both for 
diagnosis and treatment. Dr. J. H. Frazer, Medical 
Director, will be in charge and also in attendance at 
the exhibit. 

THE ARAfOUR LABORATORIES 
Booths 94-95 

•Ific Armour I-aboratories, a pioneer in the field of 
Endocrinology, will welcome members of the Post- 
graduate Medical Assembly to visit the Armour ex- 
hibit in booths 94 and 95. If you have not received 
your copies 'of booklets on The Thyroid Gland, FunC‘ 
lion and Mulfunctlon of the liiliary System and The 
Armour Atlas of Heinatolofiy, you may secure them 
at the Armour Booth. 
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AYERST, McKENNA & HARRISON 
Booths 15 5-156 . 

“Premarin” is a potent preparation of naturally 
occurring, water-soluble equine conjugated estrogens 
containing sodium estrone sulphate as one of its 
estrogens. “Premarin” combines a high degree of 
potency with convenience of administration and is 
well tolerated by the patient. It is supplied with the 
approval of the Research Institute of Endocrinology. 
McGill University, and is accepted by the Council on 
Pharmacy and Chemistry of the American Medical 
Association. 

BARD PARKER CO., INC. 

Booth 151 

The Bard Parker exhibit will feature rib back 
surgical knife blades, surgical knife handles including 
long handles for deep surgery, laboratory handles and 
hysterectomy and eye handles; Bard Parker germicide, 
a sporicidal solution, instrument sterilizing contain- 
ers; Chlorophenyl, an ideal office instrument disinfec- 
tant; hematological cases for obtaining bedside blood 
specimens, and pipettes. 

BARRY LABORATORIES, INC. 

Booth 22S 

The Barry Laboratories will display products manu- 
factured by its Biological Division which will illus- 
trate advancements and improvements made in the 
line of injectable pharmaceuticals, and allied special- 
ties. The Allergy Division of the Barry Laboratories, 
Inc., will display and demonstrate the latest methods 
of skin testing allergy patients, and demonstrate a 
complete follow-through procedure enabling the gen- 
eral practitioner to treat his allergy patients in ac- 
cordance with their individual requirements as demon- 
strated by the skin test reactions. 

BAUER & BLACK 
Booth 54 

Bauer and Black, Division of the Kendall Com- 
pany, will exhibit the Curity line of products for hos- 
pital and office use. The Ostic Plaster line. Sutures, 
Surgical Dressings and Adhesives may be discussed 
with men who are trained to help doctors solve any 
problems which may pertain to the use of such prod- 
ucts in hospital or office management of patients. 
Doctors may register for a complete bibliography and 
extract service of the literature on a number of pre- 
operative and postoperative vari.ablcs in surgery. Any 
printed literature or booklets which Bauer & Black 
has available will be sent upon request to visitors. 
Two new products, Kerlix, a completely different 
type of exceptionally soft and resilient gauze, and an 
improved radiopaque sponge which can be used with 
portable x-ray equipment, will be available in sample 
form. 

W. A. BAUM CO., INC. 

Booth 205 

Booth 205 will display the four latest models of 
the Lifetime Baumanometer. Doctors interested in in- 
fant, child and leg size blood pressure cuffs will find 
a complete display. We will welcome the opportunity 


to be of every service possible in connection with 
your blood pressure measurement problems. 

BECTON, DICKINSON & CO. 

Booths 145-146 

There will be on display a complete line of hypo- 
dermic syringes and needles, clinical thermometers, 
ACE Bandages, asepto syringes, and a complete line 
of B-D representatives will be on hand to demonstrate 
this new method of taking blood specimens for all 
practical purposes. 

BILHUBER-KNOLL CORP. 

Booth 104 

Visit the Bilhuber-Knoll Corporation exhibit for 
the latest developments in their fine medicinal chemi- 
cals; Metrazol-analeptic and antianoxiant; Bromural- 
sedative and mild hypnotic; Calciphos-calcium 
therapy; Theocalcin-myocardial stimulant and . diure- 
tic; Octin-antispasmodic; Oenethyl — new vasopressor, 
and other dependable products. These are prescribed 
alone and in combinations that meet the requirements 
of the individual patient. They will welcome your 
discussions on these fine medicinal chemicals. 

BIRTCHER CORPORATION 
Booth C 

The Birtcher Corporation, Los Angeles, manufac- 
turer of short wave diathermies, electro-surgical units, 
the famous Hyfrecator, spot-quartz ultraviolet lamps, 
Cuflex self-retaining electrodes, orificial ultraviolet 
generators. Caput electrodes and a complete line of 
accessories. Distributed through 500 surgical supply 
houses in the United States and in 56 foreign coun- 
tries. 

J. BISHOP & COMPANY PLATINUM WORKS 
Booth 165 

The complete line of Bishop stainless steel needles 
will be on display — with special emphasis on the 
Albalon plastic bulb needle and the Tube Syringe, de- 
veloped by Bishop. Of special interest to physicians 
will be a presentation of the needle standardization 
proposed by the American Hospital Association and 
approved by the American College of Surgeons. Spe- 
cially trained factory representatives , will be in at- 
tendance to demonstrate Bishop Products. 

THE BLAKISTON COMPANY ' 

Booth 127 

Here is an unusual exhibit of new and standard 
medical books for the progressive physician. Impor- 
tant titles integrating the postwar advances in many 
practical fields are being shown. Ask to see: Merritt. 
Mettler & Putman, Clinical Neurology; Hawk, Oser, 
&, Summerson, Practical Physiological Chemistry: 
Strecker, Ebaugh & Ewalt, Practical Clinical Psychia- 
try; Dyke, Recent Advances in Clinical Pathology. 
among many others. 

BORCHERDT MALT EXTRACT COMPANY 
Booth 168 

New. more palatable ways of treating nutritional 
deficiencies in infants and children will be featured 
by Borcherdt Malt Extr.act Co. Dri-Malt Soup Extract, 
an easier-to-use laxative modifier of milk for consti- 
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pntion in infants will be shown. New Prescriptions 
using Urolithia for treating chronic urinary disorders 
in older patients will be described by Cobbc Pharma- 
ceutical Co. Division. 

THE BORDEN COMPANY 
Booth 97 

We invite your attention to PORTOLAC, a new 
especially-formulated blend of intact proteins and 
high protein products derived from animal and vege- 
table sources. PORTOLAC is supplemented with 
choline and the amino acid cystine. PORTOLAC is 
indicated in high protein therapy in conditions re- 
quiring increased dietary protein of optimum nutri- 
tional value. Likewise exhibited will be GERILAC, 
a vitamin-fortified powdered milk for well-rounded 
nutrition in convalescence, prc- and postoperative diets, 
geriatrics, pregnancy and lactation, and soft and liquid 
diets. 

BREWER & COMPANY, INC. 

Booths 166-167 

This exhibit consists of specialties, centering around 
THESODATE, the original enteric-coated tablet of 
Theobromine sodium acetate, and LUASMIN, a 
combination of Theophylline sodium acetate, pheno- 
harbilal and ephedrine for the treatment of asthma. 
Also, Brewer Capsules and Ampuls, other specialties 
and standard pharmaceuticals manufactured by 
Brewer & Company, Inc., including a complete line 
of vitamin preparations for internal use and injection. 
Gel-lets, the newest mode in oral vitamin therapy, 
are also featured. 

BRISTOL LABORATORIES 
Booth 236 

Tlie Bristol Laboratories exhibit will be devoted 
to the display of antibiotics and pharmaceutical 
products. Samplc.s of Alminatc and Barbonatc, new 
antacid products, and\Aminogran, a new amino .acid 
product will be distributed to the medical profession. 
Qualified representatives will be on hand to assist 
with any Inquiries. Literature describing Bristol prod- 
ucts will be available. 

BRISTOL-MYERS COMPANY 
Booth 33 

Bristol-Myers Co., New York, cortiialiy invite you 
to visit their booth where Bristol-Myers' representa- 
tives ^viU be in attendance to extend a hearty welcome 
to all visitors and to answer any questions pertaining 
to their various products— Sal Hcpatica, Min:i-Rub, 
Trushay, Ipana Tooth Paste. 

BROOKS APPLIANCE COMPANY 
Booth 

The Brooks Appliance Company will have on dis- 
play a complete line of Bandages, Proctological Fo- 
struments, Syringes, Needles and Elastic Stockings. 

Mr. W. C. Ayer will have charge of the exhibit 
and will dcscrilx: in tlct.iil the technic of applying 
the new Combination Pressure Bandatje, Centura • 
plus Pressoplasf, which is used in treating phlebitis 
and leg ulcers. 


THE BURDICK CORPORATION 
Booth 46 

Tlic Burdick Corporation will exhibit their com- 
plete line of Physical Medicine equipment. This will 
include their new approved diathermy apparatus, 
Ultraviolet and Infra-red Lamps and the Rhythmic 
Constrictor for the treatment of peripheral vascular 
conditions. The new low voltage unit for muscle stim- 
ulation will also be shown. Doctors arc invited to 
register for a copy of the syllabus, “A booklet of clini- 
c.al information on physical medicine.” 

BURROUGHS WELLCOME & COMPANY (U.S.A.) INC. 
Booths 210-211 

Burroughs Wellcome & Co., New York, cordially 
invite physicians to their exhibit of a representative 
group of fine pharmaceuticals and chemicals. Of par- 
ticular interest are ‘Nutragest,' the palatable dietary 
compound containing the amino acids, important 
minerals, vitamins and carbohydrates; DIGOXIN, a 
pure, stable crystalline glycoside of Digitalis lanata, 
combining uniform potency with rapidity of action; 
‘Wellcome’ Glohin InsuUrt, the action of svhich lo- 
gins moderately quickly and persists for sixteen or 
more hours, sufficient to cover the period of maximum 
carbohydrate intake. 

CAMBRIDGE INSTRUMENT COMPANY, INC. 
Booth £4 

Cambridge Instrument Company, Inc., New York, 
will exhibit its cardiac diagnostic instruments, indud- 
ing the Cambridge “Simpli-Trol” portable Electrocardi- 
ograph and Electrocardiograph-Stctograph, the port- 
able Cambridge Plclhysmograph, and the Cambridge 
Electrokymograph for recording heart border motion 
— all operated by electric light supply current. Also 
on display will be the new Cambridge Control Ter- 
minal— I.x:ad Assembly for use in recording Unipolar 
Chest Leads and Augmented Unipolar Limb Leads 
as well as the new pocket-size Cambridge Amplifying 
Stethoscope. 

CAMEL CIGARETTES 
Booths 234-235 

CAMEL Cigarettes will present a dramatic full 
color review of their recent medical research on smok- 
ing as well as the details of the nationwide survey 
showing that “More Doctors Smoke Camels Than 
Any Other Cigarette.” Another panel will illustrate 
the absorption of nicotine in the respiratory tract. 
Representatives will he present. 

CAMERON HEARTOMETER COMPANY 
Booth 219 

See the improved Hcariomcter, a scientific preci- 
sion instrument for accurately recording systolic and 
diastolic blood pressures, also furnishing a permanrnt 
graphic record of the pulse rate, disturbances of the 
rhythm. inytKardia! response, the .action of the valves, 
as well as [>crlphcral vascular circulation, The Hcarto- 
meter clearly reveals heart disturbances in l>olh early 
and advanced stages, and is of great value in check- 
ing the progress of medication and treatment. 



238 


POSTGRADUATE MEDICINE 


CAMERON SURGICAL SPECIALTY COMPANY 
Booth 204 

See the new Cameron Cauterodynes and Caute- 
radios for Electro-coagulation, Electro-surgery; Coagu- 
lair-Sigmoidoscope; Electro-Diagnostosets; Flexible 
Gastroscopes; Bronchoscopes-Exophagoscopes-Laryngo- 
scopes; Mirrolite; Binocular Spectacle Loupe; Magni- 
scope and other specialties. 

S. H. CAMP & COMPANY 
Booths 6-7 

S. H. Camp & Company, Jackson, Michigan, will 
display a complete line of Camp Anatomical Supports 
for prenatal, postnatal, visceroptosis, sacro-iliac, hernia, 
and other specific conditions. Experts from the Camp 
staff will be in attendance to answer questions per- 
taining to the scientific application of these supports 
and to advise regarding the availability of them in 
authorized service departments of stores throughout 
the country. 

CARNATION COMPANY 
Booths 206-207 

You are invited to visit the Carnation Company 
booth where you will see an attractive display pre- 
senting some interesting information on the various 
uses of Carnation Vitamin D Evaporated Milk for 
infant feeding, child feeding and general diet pur- 
poses. The method by which Carnation Milk is gen- 
erously fortified with Vitamin D-400 U.S.P. units per 
reconstituted quart will be explained. Valuable litera- 
ture will also be available for distribution. 

CIBA PHARMACEUTICAL PRODUCTS 
Booths 57-58 

Ciba Pharmaceutical Products, Inc., Summit, New 
Jersey, invite physicians to visit their exhibit for full 
information, literature and samples of PYRIBEN- 
ZAMINE. Ciba’s anti-histaminic and anti-allergic drug 
will be available during the Interstate Postgraduate 
Medical Meeting. The clinical effectiveness and rela- 
tive low incidence of side reactions with PYRIBEN- 
ZAMINE warrant trial of this drug in allergic cases. 

COMMERCIAL SOLVENTS CORPORATION 
Booths 224-225 

The modern-day penicillin armamentarium is to be 
featured: Crystalline Penicillin G Potassium Salt, 
Crystalline Penicillin G Sodium Salt, Crystalline Peni- 
cillin G Potassium in Oil and Wax, and Tablets Buf- 
fered Penicillin. Also displayed will be the new C.S.C. 
Disposable and Permanent Syringes for administra- 
tion of Penicillin in Oil and Wax. Descriptive litera- 
ture covering these preparations will be available out- 
lining the principal uses and dosages. 

CUTTER LABORATORIES 
Booth 72 

You’ll see displayed at Cutter Laboratories Booth 
No. 72 the most recent developments in Human Blood 
Fractions Products — Fibrin Film and Fibrinogen 
Coagulum. Also shown and available to you now are 
the other Fractions: Immune Serum Globulin, Albu- 
min, Fibrin Foam & Thrombin, Hypertussis and 
Plasma. Too, we’d like you to stop by and see the 


Cutter Penicillin Specialties which include a Luer- 
like Disposable Syringe containing 3,000,000 units 
Penicillin in a really fluid oil and wax preparation. 

DAVIES, ROSE & COMPANY, LTD. 

Booth 23 0 

The availability of our Quinidine Sulfate Tablets 
has been quite a perplexing problem for physicians, 
as the Government had to restrict the purchase of the 
salt and the sale of the tablets because of the occupa- 
tion of Java by the enemy during the war. Java, as 
is well known, is the principal source of Cinchona 
Bark, from which natural Quinidine is derived. A 
visit to our booth will give the physician an oppor- 
tunity to hear the last word on the Quinidine situa- 
tion. 

DAVIS AND GECK, INC. 

Booth A 

Davis and Geek, manufacturers of sterile surgical 
sutures will present a program of films on surgery in 
Booth A. These films selected from the Surgical Film 
Library represent twenty years of research and de- 
velopment in the field of visual education as applied 
to surgical technic. The library which contains films 
on every approved phase of surgery is constantly ex- 
panded to include new and improved operative pro- 
cedures. Programs of films to be shown will be avail- 
able at the Booth and may be obtained from their rep- 
resentatives. Mr. Clyde Geisel will be in charge of the 
exhibit. 

F. A, DAVIS COMPANY 
Booth 4S> 

Interesting new books and new editions you will 
wish to examine at Booth No. 29: Reconstructive 
Surgery — May; Disease of the Gallbladder — Behrend; 
Rhinoplasty — Maliniac; Diseases of the Chest — Judd; 
Gonioscopy — Troncoso; Arthritis — Bach; Clinical Ra- 
diology — Fillmore; Therapeutics of Infancy and 
Childhood — Litchfield and Dembo; Clinical Tuber- 
culosis — Goldberg; Clinical Cystoscopy— McCren', 
Cardiovascular Disease — Stroud; Dermatology in 
General Practice — Greenbaum; Clinical Neurology— 
Alpers; Treatment in General Medicine — Reimann; 
Acute Medical Disorders — Murphy; Injection Treat- 
ment for Varicose Veins and Hemorrhoids— 
ters; The Cyclopedia of Medicine, Surgery and Spe- 
cialties — Piersol and Bortz; Pre- and Postoperative 
Care — Tourish and Wagner. 

DEPUY MANUFACTURING CO. 

Booth 15 J 

DePuy Manufacturing Co. will exhibit for your 
consideration Fracture Appliances which will interest 
the profession, splints, bone plates, screws, Lorenzo 
screws and the new sterilizing rack for plates and 
screws. You will be welcome at Booth 153. 

DEVEREUX SCHOOLS 
Booth 14 

Devereux Schools provide the physician with facili- 
ties for the education and treatment of children having 
academic or emotional difficulties. Twelve Devereux 
Schools in Pennsylvania and California offer a con- 
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trolled environment and modern training shaped to 
the needs of each child. A- psychiatrist, physician and 
psychologist, all in residence, cooperate with the re- 
ferring physician in his plans for the child's training 
and care. Representatives at Booth 14 will gladly 
answer questions or discuss how Devereux may serve 
you and your patients. John M. Barclay in charge. 

THE DEVILBISS COMPANY 
Booth 9 i 

Encouraging reports relative to spraying or the in- 
halation of penicillin, streptomycin and other sub- 
stances, make the DeVilbiss exhibit of pertinent inter- 
est. Atomizers, nebulizers, vaporizers, and powder 
blowers for home use as well as olHcc treatment, will 
be displayed. There are types for any treatment where 
spray application or inhalation is to be employed. 

DOAK COMPANY, INCORPORATED 
Booth 170 

Diasporal, parenteral colloidal preparations for the 
treatment of anemia, arthritis, and syphilis, all of in- 
terest to the specialist and general practitioner, will 
be shown. The well known Derma Specialties such 
as Salinidol, Dandrucide, Cottar, Sulfur Cream and 
Mycogan for various skin conditions will l>c demon- 
strated by experienced detail men. 

THE DOHO CHEMICAL CORPORATION 
Booth 98 

The makers of AURALGAN are introducing at 
this meeting, their new sulfa drug preparation O-TOS- 
MO-SAN, indicated in the treatment and control of 
chronic suppurative ears. Our representatives will be 
happy to explain, in detail, the workings of these 
medications. Also, to distribute our latest scries of 
three Anatomicopathologic Charts of the Ear, in color, 
suitable for framing. 

DUKE LABORATORIES, INC. 

Booth 91 

At Booth No. 91 Duke Laboratories, Inc., will ex- 
hibit Elasioplast, the stretchable adhesive surfaced 
bandage suggested for compression and support; 
Mcdiplast, individually wrapped and sterilized, for 
minor injuries; Nivea Creme, Nivea Skin Oil and 
Basis Soap, The Prcscribcrs’ Cosmetics. 

DUREX PRODUCTS, INC. 

Booth 40 

Durex Products, Inc., this year cclchralcs its 20th 
anniversary. Its exhibit includes a contraceptive jelly 
and cream, namely Lactikol Jelly and Lactikol Creme, 
both of which arc accepted by the Council on Phar- 
macy of the American Medical Association. A new 
development in occlusive dbphragms, the Bow-Bend 
is also being shown; it has the advantage of requiring 
no inserter, since it is self-positioning and is also use- 
ful in a variety of mild cases of cysiocclc, rcctoccle, 
retroversion and others, deviating somewhat from 
the normal. The Bow-Bend is available also in a set 
with a lube of jelly and cream for the convenience 
of the doctors. A complete line of equipment and ma- 
terials for contraceptive treatment is included. 


E & J MANUFACTURING 
Booth $2 

The E & J Manufacturing Co. will display the new- 
est models of the E & J Rcsuscitator-Inhalator-Aspira- 
tor. Interesting demonstrations on new developments 
in mechanical resuscitation will also be made by the 
E & J personnel. These new E 4c J instruments are 
especially designed for treatment of the most desper- 
ate cases of failed respiration. Both the mask and 
the intratracheal icchnic will l>e demonstrated. Re- 
prints covering the recent research in this field will 
be available to visitors. 

EATON LABORATORIES, INC. 

Booths 5S-S6 

Furacin solution, the Furacin preparation, will be 
exhibited at the Eaton Laboratories booth. The new 
vehicle for this topical antibacterial agent was formu- 
lated in response to the demand for a liquid for use 
when the ointment form is undesirable. Furacin Solu- 
tion has the same wide antibacterial spectrum as has 
Furacin Soluble Dressing, including many gram-nega- 
tive and gram-positive organisms. Furacin Soluble 
Dressing, the topical antibacterial agent, will also l>e 
exhibited. 

ELECTRO-PHYSICAL LABORATORIES, INC. 

Booth 1S2 

Elcciro-Physical Laboratories, Inc., of New York, 
cordially invite the members attending the conven- 
tion to sec at first hand— the CARDIOTRON— the 
First Direct-NVriting Electrocardiograph — which uses 
a Jeweled Point — which gives complete resolution 
and fine detail. TTicy will also feature their— Elec- 
troencephalograph, Shock Therapy Apparatus, and 
Special Electronic Equipment. Experienced members 
of their sta/T will be on hand to demonstrate, answer 
questions, and lake cardiograms for those interested. 
J. H. EMERSON COMPANY 
Booth 220 

Anyone who has taken care of polio patients in an 
"iron lung” will recognize the importance of the new 
RESPIRATION DOME shown by the J. H. Emcr- 
son Co. TTiis attachment keeps a patient breathing 
comfortably while the respirator is opened for min- 
utes or //ours, to give baths, hot packs, or other bodily 
care. Tliis important new development and also the 
Emerson Hot Pack machine and other apparatus w'ill 
be displayed at Booth 220. 

ETHICON SUTURE LABORATORIES DIVISION 
OF JOHNSON & JOHNSON 
Booth 92 

Elhicon Suture Lahor.'itorics presents a complete 
line of sutures for every surgical procedure. Of great- 
est interest is Ethicon’s New Bonded Catgut, Tru- 
Gauged and Tru-Chromicized with up to 30% greater 
strength. Also exhibited are Ethicon’s Eyeless Atraloc 
Needles for minim.il tissue trauma and Ethicon’s 
Block Braided Silk on spools and in tubes. Of special 
interest is Ethicon Braided Tantalum Wire, the new- 
cst development in metallic sutures. 
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FARNSWORTH LABORATORIES 
Booth 3 5 

Mr. M. G. Farnsworth and Mr. R. R. Grandy, rep- 
resenting. 

FELLOWS MEDICAL MANUFACTURING CO., INC. 
BoQch D 

Showing the FELLOWS Line of ASTHMATIC 
PREPARATIONS: Hedron Tablets — for the allergic 
type of asthma; Scopen Tablets — designed for the 
patient with a neurotic component in the asthmatic 
syndrome; ArBeC suppositories — the sedative sup- 
positors- for the asthmatic. The method of dealing 
with the idiosyncrasies of the patients by proper se- 
lection of medication will be illustrated. 

H. G. FISCHER & CO. 

BootB 126 

\’isitors to the 1947 meeting of the Interstate Post- 
graduate Medical Association are cordially invited to 
visit our FISCHER display, and to inspect the new 
units of FISCHER X-ray and Electro-Surgical-Medical 
Apparatus to be shown. FISCHER apparatus is char- 
acterized by new levels of precision design and of 
convenience and efficient operation. Members of the 
Fischer organization will be present at all hours to 
answer questions and to demonstrate features of 
Fischer design and performance. You will be welcome 
at FISCHER Booth No. 126. 

C. B. FLEET CO., INC. 

Booth 39 

C. B. Fleet Co., Inc., cordially invites you to stop 
at Booth No. 39 for a short visit. Perhaps there is 
something about PHOSPHO-SODA (FLEET) the 
pure, stable, aqueous concentrate of the two U.S.P. 
Sodium Phosphates, you would like to discuss with 
our representatives. 

FLINT, EATON & COMPANY 
Booth 51 

Featuring projections of color photographs and 
photomicrographs illustrating liver pathology, with 
particular emphasis on cirrhosis, fatty degeneration 
and similar conditions associated with the choline de- 
ficiency. Taste Syrup Choline Dihydrogen Citrate 
(Flint) at the booth. This palatable form of choline 
is outstanding in the prophylaxis and treatment of 
conditions leading to hepatic cirrhosis. 

FOLEY MANUFACTURING COMPANY 
Booth 216 

There is an easy way to strain foods! Doctors are 
cordially invited to visit exhibit 216 and see how 
quickly fresh cooked foods can be strained or pureed 
through the Folev Food Mill. It is excellent for all in- 
fant and adult diets. 

E. FOUGERA AND CO., INC. 

VARICK PHARMACAL CO., INC., DIVISION 
Booths 73-74 

The manufacturers of DIGITALINE NATI\T.LLE 
plan an interesting and informative exhibit on heart 
disease. Of special interest are the phonographically 
reproduced heart sounds of various valvular lesions. 
Physicians are cordially invited to sit and listen via 
individual head sets, to the accurate reproduttions 


of many abnormalities such as auricular fibrillation, 
gallup rhythm, pre-systolic murmurs, etc. Enlarged 
full-color kodachromes of many gross cardiac speci- 
mens and photomicrographs of cardiac pathology will 
be displayed. Literature and information on DIGI- 
TALINE NATIVELLE, in the treatment of conges- 
tive heart failure, auricular fibrillation, and flutter, 
will be available. 

GARDNER MANUFACTURING CO. 

Booth 131 

The exhibit will show hospital bedside tables, rug- 
gedly constructed with a variety of baked-enamel 
finishes; radiator enclosures — by the leading manu- 
facturer. These are designed for hospitals and sana- 
toriums and are scientifically custom-built to increase 
efficiency of heating unit, keep rooms cleaner, longer, 
and add humidity; electric fly screens and insect elec- 
trocutors. Other items of interest will also be on dis- 
play. 

GERBER PRODUCTS COMPANY 
Booth 129 

Gerber Products Co. extends a cordial invitation 
to you to visit its exhibit of Strained Foods, Junior 
Foods and Baby Cereals at Booth No. 129. Recent 
revisions of their service literature will be displayed. 
They especially invite your attention to the use of their 
strained foods and cereals for adult special diets re- 
quiring foods of a low fiber content. Special diet lists, 
for instructing patients, and special diet recipes will 
be available. 

OTIS E. GLIDDEN & CO., INC. 

Booth 115 

Our representatives will appreciate the opportunity 
to present ZymenoL, an emulsion with Brewers’ Yeast, 
for effettive bowel management without irritant, habit- 
forming drugs, dehydrating purgatives or bulking 
agents. Teaspoonful dosage assures a minimum liquid 
petrolatum intake not likely to interfere with diges- 
tive processes or fat soluble absorption, and. avoids 
leakage. ZymenoL and descriptive literature on re- 
quest. 

GRADWOHL LABORATORIES 
Booths 113-114 

This exhibit calls attention to the widespread ac- 
tivities of this organization. The scope of the work 
covers the following: The manufacture of laboratory 
reagents, standardized and ready for use; training 
courses for' technicians; oldest school of this t)’pe in 
this country; publication of Laboratory Digest, month- 
ly review of the latest literature on technic and inter- 
pretation of laboratory findings; publication of the 
standard textbook (Mosby, publisher) entitled: Labora- 
tory Methods and Diagnosis (4th Edition, three vol- 
umes, now in press); and a complete line of blood 
grouping sera, reliable, highly potent. Ask for Story 
of Blood Groups. A free copy mailed on registration. 

GRUNE & STRATTON 
Booth 223 

Grune & Stratton shows books in many branches 
of medicine and surgery, among them Behrman's 
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Dermatologic Clues to Internal Disease. Two ATLAS 
publications will be ready: Rubinstein and Davis’ 
Stereoscopic Atlas of Neuroanatomy and Ikrson’s At- 
las of Plastic Surgery. Ideal for review are the Prog- 
ress Volumes, published in the field of Gynecology 
(Meigs and Sturgis, editors) and Neurology and 
Psychiatry (Speigel, editor). 

HAMILTON MANUFACTURING CO. 

Bootlii 82-83-84 

The new, improved Hamilton All Purpose Exam- 
ining Table will be on display. This table is specially 
designed to get all standard examining positions. In 
our regular equipment, complete suites of our Steel- 
tone and Nu-Tone will be shown, including examin- 
ing tables, treatment cabinets, instrument cabinets, 
stools, and waste receivers. Stceltone is built of heavy 
steel, electrically welded construction, finished in 
white, chip-proof Dupont Delux. Nu-Tone is made 
of beautifully matched woods — Hamilton’s de luxe 
furniture. 

HANOVIA CHEMICAL & MANUFACTURING CO. 
Booth 1^1 

For a long time doctors have marvelled at the 
value of black light in diagnostic work. A new Han- 
ovia model of this type will be on display, which will 
be worth your while to investigate. In addition Han- 
ovia’s complete line of self-lighting ultraviolet lamps 
will be on display for orificial and body radiation, 
Sollux radiant heat lamps, short wave diathermy 
equipment and Safe-T-Aire Lamps for the destruc- 
tion of air-borne bacteria. Competent and courteous 
representatives at your disposal. 

CHR. HANSEN’S LABORATORY, INC. 

"THE ‘JUNKET’ FOLKS” 

Booth 61 

The importance of rennet in infant and adult nu- 
trition and the value of rennet custards in both nor- 
mal and restricted diets will be explained. Enlarged 
photos illustrate the action of the rennet enzyme. Free 
literature is available describing dietary applications 
of rennet products. All physicians will be presented 
with complimentary packages of “Junket” Rennet 
Powder and “Junket” Rennet Tables. 

HARROWER LABORATORY, INC. 

Booth 231 

Tlie narrower exhibit features Mucotin, the new 
treatment for peptic ulcer. This new treatment was 
announced by Leo L. Hardt, M.D., Clinical Professor 
of Medicine, Loyola University, earlier this year. TIic 
narrower exhibit presents visual proof, by means of 
gastroscopic illustrations, of the ulcer coating proper- 
lies of this new product. In addition, a case history 
is detailed and gastroscopic evaluation of commonly 
used antacids is presented. 

H. J. HEINZ CO. 

Booths 8S-86 

H. I. Heinz Company is displaying their Strained 
Foods for infants and Junior Foods, especially de- 
signed for intermediate feeding. 'Hicir representa- 
tives- would appreciate your recommendations regard- 


ing these foods. They are presenting a new publica- 
tion, T/ie Nutritive Value of Vegetables. Examine, 
then register for it, A reminder — if desired, also regis- 
ter for the i2th edition Nutritional Charts and Nutri- 
tional Observatory. 

PAUL B. HOEBER, INC. 

Booth 44 

The Hoeber exhibit, always interesting for its dis- 
play of important monographs and specialized works, 
will this year exhibit several outstanding new titles 
S|>ecifically designed for the family physician. Among 
them arc Mengert's highly-succcssful Postgraduate 
Obstetrics, Nielson’s Clinical Neurology, SchwedePs 
Clinical Roentgenology of the Heart, Gesell’s Develop- 
mental Diagnosis (New 2nd Edition), Mazer and 
Israel’s Menstrual Disorders and Sterility (New 2nd 
Edition), and Bierman’s Physical Medicine in General 
Practice (New and Edition). In addition, every dis- 
tinguished Hoeber publication now in print may be 
seen along with advance proofs of important forth- 
coming books. 

HOFFMAN-LA ROCHE, INC. 

Booth 193 

Roche representatives will be in aitcnilancc to dis- 
cuss PROSTICtMIN and its many uses, particularly 
those of interest to the surgeon; BEROCCA- C, the 
new B-complcx and vitamin C preparation in ampul 
form for immediate use by injection; PEK-OS- 
CILLIN, the specially bu/Tcred penicillin tablet for 
oral use; and other Roche specialties in which visi- 
tors may l>e Interested. 

HOLLAND.RANTOS CO., INC. 

Booth 221 

Koromex Contraceptive Specialties: The Koroincx 
Set Complete, a convenient unit, diaphragm, intro- 
ducer, jelly and cream; Nylmeraic Jelly contains a 
phenyl mercuric acetate; a new and efTeclivc tre.^- 
ment for trichomoniasis and non-specific leukorrhea; 
Electro-Jelly, for use with electrocardiographic and 
clectrocncephalographic equipment in shock therapy. 
Representatives will Ijc /ilcased to discuss products 
of particular interest to you. 

HYGEU NURSING BOTTLE CO., INC. 

Booth 50 

You arc cordially invited to visit Bootli No. 50 to 
see ihc advantages of the new improved Hygcia 
Nursing Bottle Unit. Learn why prescribing the 
Hygcia unit — including bottle, nipple, and cap— will 
help mothers overcome feeding problems. Mr. Charles 
H. Clark will he in attendance. 

INTERCHEMICAL CORPORATION 
BIOCHEMICAL DIVISION 
BootliJ 172-173 

The Biochemical Division presents a newly jier- 
fcctcd protein hydrolysate- “AMINO ACrD,S'’ — I. 
C. Lyophililtcd” — for intravenous alimentation. 'Lhis 
product is stalile, rich in essential amino acids, higli 
in amino aciil nitrogen, and well tolerated as a lo^!- 
solution. Beprc.sentatives will explain additional ad- 
vantages vvliicli commend tlic preparation for specifi- 
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cation whenever nitrogen equilibrium is to be regained 
or maintained by intravenous infusion. See how 
lyophilization is performed, at Booths No. 172-173. 

IRWIN, NEISLER & COMPANY 
Booths 176-177 

A presentation of a new research development in the 
treatment of hypertension called “VERTAVIS,” which 
is attracting wide interest throughout the medical 
profession, will be featured in our exhibit. Featured 
also will be “CHOBILE,” a new approach to the 
medical management of biliary malfunctions. Irwin, 
Neisler service representatives will be present to assist 
visiting physicians whenever possible. 

JOHNSON & JOHNSON 
Booths 212-213 

Featured this year by Johnson & Johnson is a dis- 
play of “Hemo-Pak” hemostatic absorbable dressings 
prepared from oxidized gauze and cotton. Many other 
products of special interest are on display and Johnson 
& Johnson representatives will welcome the oppor- 
tunity to be of service to you. 

JONES METABOLISM EQUIPMENT CO. 

Booth 157 

The Jones Metabolism Equipment Co., of Chicago, 
will exhibit and display the Jones Waterless MOTOR- 
BASAL and SUPER MOTOR-BASAL Metabolism 
Units. The exhibit will be under the direction of Mr. 
Jack Reynolds, sales manager, and a staff of trained 
technicians and assistants. 

KELLEY-KOETT MANUFACTURING CO. 

Booths 13 2-133 

At this meeting many doctors will be seeing for the 
first time the smooth KELEKOTE finish on two out- 
standing Keleket units — the Techron Control and the 
Type “B” Motor-Driven Tilting Table. This modern 
finish is extremely hard and will not pit or chip, there- 
by assuring easy and thorough cleaning. The soft 
warm tone of KELEKOTE is pleasant to both doctor 
and patient and will appear on all Kelley-Koett qual- 
ity-engineered x-ray equipment. 

KIDDE MANUFACTURING CO., INC. 

Booth 194A 

In Booth No. 194A the new KIDDE-Utero Tubal 
Insufflator with GASOMETER pressure control — 
completely safe — gravity pressure control — simple op- 
eration — single control. Requires only small cartridge 
of carbon-dioxide gas. Provides diagnostic and thera- 
peutic use of carbon-dioxide gas or opaque oil. Kymo- 
graphic record of patency test. 

Also on display the KIDDE Dry Ice Apparatus 
used in treatment of superficial skin lesions. 

H. W. KINNEY & SONS, INC. 

Booths 116-117 

Cartose and other Kinney nutritional products will 
be exhibited at Booths 116-117. Physicians and guests 
of the Interstate Postgraduate Medical Association are 
cordially invited to stop and visit with the medical 
detail representatives in attendance. 

CHARLES B. KNOX GELATINE CO. 

Booth 24 

The Knox Gelatine Company exhibit will feature 


the special dietary uses of Knox Plain Gelatine. Rep- 
resentatives in attendance will be able to discuss the 
use of gelatine as a pleasant and useful means of in- 
creasing the dietary protein intake. 

The new, safe and effective blood plasma substi- 
tute “Knox P-20” Intravenous Gelatine Solution will 
also be displayed. 

LAKESIDE LABORATORIES, INC. 

Booths 27-28 

The Lakeside exhibit will feature Mercuhydrin, 
well tolerated mercurial diuretic; Estrogens, Lakeside; 
and Emulgen, emulsifying vehicle for penicillin. 
Representatives will be on hand to describe the ap- 
plications of these medications. 

LA MOTTE CHEMICAL PRODUCTS CO. 

Booth 20 

LaMotte Blood Chemistry Equipment for the physi- 
cian and Clinical Laboratory will be exhibited with 
technical representatives in charge to explain its use 
and many applications in modern practice. 

New developments will include equipment for the 
Thymol Turbidity Reaction; the Copper Sulfate 
Method for determining specific gravity of blood and 
plasma; new apparatus for determining Prothrombin 
Time; and the new Cardiolipin-Lecithin Antigen for 
the Kline Slide Test for Syphilis. 

A visit to the booth and discussion of Blood Chemis- 
try problems with the staff incurs no obligation what- 
ever. 

LAMSON LABORATORIES 
Booth 240 

Lamson Appliance for colostomy control; also a 
modification of same designed for control of sacral 
colostomies and rectal control when the sphincter mus- 
cles are paralyzed or injured in such a way that anal 
control is absent. 

LEA 8 c FEBIGER 
Booth 96 

Lea & Febiger will exhibit among their new works 
Burch and Leaser’s Cardiology, Goldberger’s Unipolai 
Lead Electrocardiology, Quiring’s Head, Necl{ and 
Trunks, Ewerhardt & Riddle’s Therapeutic Exercises 
and Marshall’s Medical Bacteriology. New editions 
will be shown of Joslin’s Diabetes, Wintrobe’s Hema- 
tology, Gifford’s Ocular Therapeutics, Boyd’s Pathol- 
ogy, Holmes & Robbins’ X-Ray Interpretation. 
Schwartz , Tulipan & Peck’s Occupational Disease.’ 
of the Shin and other standard works. 

LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
Boothe 41-42 

Lederle Laboratories will have on display the ne\\ 
Folic Acid products about which there has been so 
much interest. Also will be shown the new Purogen- 
ated (alcohol-fractionated) Toxoids, representing an 
entirely new development in this science. Ledinac, a 
new protein-hydrolysate derived from liver, will also 
be on display. Physicians will be indeed most welcome 
at Booths No. 41-42. 
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ELI LILLY & COMPANY 
Booths 105-106-107 

The Lilly presentation this year features new thera- 
peutic developments and an exhibit which is repre- 
sentative of micro-biological assay methods employed 
in ilic determination of vitamins and amino acids. 
Technicians will demonstrate the specific method used 
in the assay of thiamin. Many Lilly products arc to 
be on display; representative literature will be avail- 
able. The attending Lilly medical service representa- 
tives will be pleased to assist visiting physicians when- 
ever possible. 

J. B. LIPPINCOTT COMPANY 
Booths 2H-21S 

For those who write and produce technical books 
in the field of medicine there is imposed a definite 
obligation to have each printed page present depend- 
able, well-documented facts. It is this recognized 
mastery of subject matter which lends authority and 
usefulness to LIPPINCOTT medical books. LIPPIN- 
COTT authors are recognized leaders in their fields. 
Their writings, based on active clinical experience, 
fiU a definite need in the literature. These books of 
interest to general practitioners will be on display at 
Booths No, 214-215 at the 1947 Assembly. 

M & R DIETETIC LABORATORIES, INC. 

Booth 23) 

M 5 t R Dietetic Laboratories, Inc., will display 
Similac, a food for infants deprived cither partially 
or entirely of breast milk. Messrs. R. E. Davis, B. C. 
Palmer, A. E. Brown, A. E. Boodel, and A. O. Cald- 
well will appreciate the opportunity to discuss the 
merit and suggested application for both the normal 
and the special feeding cases. 

THE MACMILLAN COMPANY 
MEDICAL DEPARTMENT 
Booth 169 

The Ma*'millan Company extends a welcome to the 
members of the Postgraduate Medical Assembly and 
cordial invitation to visit their exhibit. Publications 
in all the various fields of medical practice will be 
shown and made available for your examination. In 
addition to a substantial list of titles which have be- 
come stanilard because of their excellence throughout 
the years, several new titles will be shown for the 
first lime. These include; Addis’ Glomerular Neph- 
ritis: Diagnosis and Treatment; Cornell Confcren‘'es 
on Therapy, Volume ri; Gold water’s On Hospitals; 
Menningcr’s Vsychiatry on Trial; Smillic’s Puhlic 
Health Administration in the United States. 3rd Eili- 
t;on; Walter’s Aseptic Treatment of Wounds. 

MALLINCKRODT CHEMICAL WORKS 
Booth 221 

Members of the Postgraduate Assembly and their 
friends arc cordially invited to visit the Mallinckrodt 
Chemical Works exhibit wlicre will be displayed a 
limited number of the many prescription chemical 
compounds manufactured by Mallinckrodt and those 
medical specialties olTcred to the profession. The ai- 
lendanis at the exhibit will Ik glad to discuss the 


drugs on display and to answer questions regarding 
the availability of these chemical compounds. 

MALLON CHEMICAL CO. 

Booth 99 

MALLON Division of Doho Chemical Corp., mak- 
ers of AURALGAN and O-TOS-MO-SAN, car 
medications, are pleased to exhibit their latest product, 
RECTALGAN, the liquid topical anesthesia in hem- 
orrhoidal and pruritic conditions. Tins is a new de- 
parture from the supj)osiiory and ointment prepara- 
tions. Our representatives will be pleased to furnish 
complete information and samples at their booth. 

MALTBIE CHEMICAL CO. 

Booth 31 

Professional Service representatives of the Malibie 
Chemical Co. will be in attendance to explain selected 
products which include the newer concepts of diar- 
rheal control — LUBISMIN; the physiological ap- 
proach to the management of Biliary disease — 
CHOLANOX; the synchronized three-fold therapy 
of gastrointestinal dysfunctions — LUSYN; and the 
unique xanthine therapy for cardiovascular disease — 
CALPURATE. 

The Maltbie Chemical Co. cordially invites you to 
visit Booth No. 31. 

MALTINE COMPANY 
Booth lOS 

Two new developments from the Research Liibora- 
torics of The Maliine Company arc being cxhibitctl. 
Physicians arc invited to stop at the booth where lit- 
erature and samples of Cellothyl, the first bulk laxa- 
tive in tablet form and Nilramac Tablets, amino acids 
for oral adminisiiaiion, are available. 

MEAD JOHNSON tc COMPANY 
Booths 195-196 

Amigcn and Proiolysaie will be on display at the 
Mead Johnson exhibit at your Interstate Postgraduate 
Medical Association of North America meeting. Mead 
Johnson has pioneered the amino acid field commer- 
cially; the products have been described in more than 
one hundred and forty articles in the medical litera- 
ture; this year they are available. Trained rcprescnla- 
livcs will be at the Mead Exhibit to discuss details 
of the new amino acid products. Shown also will be 
Dexiri-Maltose Pablum, Pabena, Oleum Percomor- 
phum and the other Mead Products used in infant 
nutrition. Protenum, a new high-protein product, 
will be displayed. Also Lonalac for low-sodium diets. 

MEDCO PRODUCTS COMPANY 
Booth B 

You arc cordially invited to visit our booth featur- 
ing TECA hydrogalvanic apparatus, used extensively 
by Army, Navy and Veterans institutions, also numer- 
ous leading physicians and hospitals. TECA therapy 
has proved effective In resistant arthritis, rheumatism, 
neuritis, etc. Obtain full information from our ctmrie- 
ous, specially-trained representatives. 

MEDICAL FABRICS, INC. 

Booth 13 

Medical Fabrics, Inc,, will h.ivc on display ihcir 
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cation whenever nitrogen equilibrium is to be regained 
or maintained by intravenous infusion. See how 
lyophilization is performed, at Booths No. 172-173. 

IRWIN, NEISLER & COMPANY 
Booths 176-177 

A presentation of a new research development in the 
treatment of hypertension called “VERTAVIS,” which 
is attracting wide interest throughout the medical 
profession, will be featured in our exbibit. Featured 
also will be “CHOBILE,” a new approach to the . 
medical management of biliary malfunctions. Irwin, 
Neisler service representatives will be present to assist 
visiting physicians whenever possible. 

JOHNSON & JOHNSON 
Booths 212-213 

Featured this year by Johnson & Johnson is a dis- 
play of “Hemo-Pak” hemostatic absorbable dressings 
prepared from oxidized gauze and cotton. Many other 
products of special interest are on display and Johnsan 
& Johnson representatives will welcome the oppor- 
tunity to be of service to you. 

JONES METABOLISM EQUIPMENT CO. 

Booth 157 

The Jones Metabolism Equipment Co., of Chicago, 
will exhibit and display the Jones Waterless MOTOR- 
BASAL and SUPER MOTOR-BASAL Metabolism 
Units. The exhibit will be under the direction of Mr. 
Jack Reynolds, sales manager, and a staff of trained 
technicians and assistants. 

KELLEY-KOETT MANUFACTURING CO. 

Booths 132-133 

At this meeting many doctors will be seeing for the 
first time the smooth KELEKOTE finish on two out- 
standing Keleket units — the Techron Control and the 
Type “B” Motor-Driven Tilting Table. This modern 
finish is extremely hard and will not pit or chip, there- 
by assuring easy and thorough cleaning. The soft 
warm tone of KELEKOTE is pleasant to both doctor 
and patient and will appear on all Kelley-Koett qual- 
ity-engineered x-ray equipment. 

KIDDE MANUFACTURING CO., INC. 

Booth 194A 

In Booth No. 194 A the new KIDDE-Utero Tubal 
Insufflator with GASOMETER pressure control — 
completely safe — gravity pressure control — simple op- 
eration — single control. Requires only small cartridge 
of carbon-dioxide gas. Provides diagnostic and thera- 
peutic use of carbon-dioxide gas or opaque oil. Kymo- 
grapbic record of patency test. 

Also on display the KIDDE Dry Ice Apparatus 
used in treatment of superficial skin lesions. 

H. W. KINNEY & SONS, INC. 

Booths 116-117 

Cartose and other Kinney nutritional products will 
be exhibited at Booths 116-117. Physicians and guests 
of the Interstate Postgraduate Medical Association are 
cordially invited to stop and visit with the medical 
detail representatives in attendance. 

CHARLES B. KNOX GELATINE CO. 

Booth 24 

The Knox Gelatine Company exhibit will feature 


the special dietary uses of Knox Plain Gelatine. Rep- 
resentatives in attendance will be able to discuss the 
use of gelatine as a pleasant and useful means of in- 
creasing the dietary protein intake. 

The new, safe and effective blood plasma substi- 
tute “Knox P-20” Intravenous Gelatine Solution will 
also be displayed. 

LAKESIDE LABORATORIES, INC. 

Booths 27-28 

The Lakeside exhibit will feature Mercuhydrin, 
well tolerated mercurial diuretic; Estrogens, Lakeside; 
and Emulgen, emulsifying vehicle for penicillin. 
Representatives will be on hand to describe the ap- 
plications of these medications. 

LA MOTTE CHEMICAL PRODUCTS CO. 

Booth 20 

LaMotte Blood Chemistry Equipment for the physi- 
cian and Clinical Laboratory will be exhibited with 
technical representatives in charge to explain its use 
and many applications in modern practice. 

New developments will include equipment for the 
Thymol Turbidity Reaction; the Copper Sulfate 
Method for determining specific gravity of blood and 
plasma; new apparatus for determining Prothrombin 
Time; and the new Cardiolipin-Lecithin Antigen for 
the Kline Slide Test for Syphilis. 

A visit to the booth and discussion of Blood Chemis- 
try problems with the staff incurs no obligation what- 
ever. 

LAMSON LABORATORIES 
Booth 240 

Lamson Appliance for colostomy control; also a 
modification of same designed for control of sacral 
colostomies and rectal control when the sphincter mus- 
cles are paralyzed or injured in such a way that anal 
control is absent. 

LEA & FEBIGER 
Booth 96 

Lea Si Febiger will exhibit among their new works 
Burch and Reaser’s Cardiology, Goldberger’s Unipolai 
Lead Elecirocardiology, Quiring’s Head, Nec\ and 
Trtin\, Ewerhardt & Riddle’s Therapeutic Exercises 
and Marshall’s Medical Bacteriology. New editions 
will be shown of Joslin’s Diabetes, Wintrobe’s Hema- 
tology, Gifford’s Ocular Therapeutics, Boyd’s Pathol- 
ogy, Holmes & Robbins’ X-Ray Interpretation. 
Schwartz , Tulipan & Peck’s Occupational Disease.' 
of the Shin and other standard works. 

LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
Booth' 41-42 

Lederle Laboratories will have on display the new 
Folic Acid products about which there has been so 
much interest. Also will be shown the new Purogen- 
ated (alcohol-fractionated) Toxoids, representing an 
entirely new development in this science. Ledinac, a 
new protein-hydrolysate derived from liver, will also 
be on display. Physicians will be indeed most welcome 
at Booths No. 41-42. 
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PET MILK SALES CORPORATION 
Booths 100-101-102-103 

An actual working model of a milk condensing 
plant in miniature will be exhibited by the Pet MUk 
Company. This exhibit offers an opportunity to ob- 
tain feeding, and the time-saving Pet Milk services 
available to physicians. Miniature Pet Milk cans will 
be given to the physicians who visit the Pet MUk 
booth. 

PHILIP MORRIS & CO., LTD., INC. 

Booth ISO 

Philip Morris & Company will demonstrate the 
method by which it was found that Philip Morris 
cigarettes in which dlethylene glycol is used as the 
hygroscopic agent are less irritating than other cigar- 
ettes. Their representatives will be happy to discuss 
researches on iJiis subject and problems on the phys- 
iological effects of smoking. 

PICKER X-RAY CORPORATION 
Booths 18«. 187-188 

The Picker X-ray Corporation will exhibit the 100 
milliampere “Century” Unit complete with the new 
type monitor control. This unit permits radiography 
and fluoroscopy in all positions from the Trendclen- 
berg to the Vertical. There will also be on display 
the Picker Vertical Fluoroscope embodying an orthO' 
diagraphic attachment of the latest design. 

PITMAN-MOORE COMPANY 
Booths 109-110 

The Pitman-Moore display will feature three recent 
research developments: Influenza Virus Vaccine, a 
triple sulfonamide suspension in the celebrated Pit- 
man-Moore Magmoid line, and a new antacid known 
as Alupec. The sulfonamide mixture, named Mag- 
moid Dimcrzolc, is designed to minimize the danger 
of crystalluria. The antacid has the advantage of com- 
bining speedy yet sustained action without danger of 
ovcr-alkalizaiion. Members of the Pitman-Moore Sci- 
entific staff will be on hand to answer technical ques- 
tions. 

POLORIS COMPANY, INC. 

Booth 194 

Tlie Poloris Company’s exhibit will provide the 
visiting Assembly members with literature and pro- 
fessional samples of Poloris Dental Poultice. Poloris 
is an ethically promoted local medicinal counter-irri- 
tant widely prescribed by the dental profession for 
the relief of pain and soreness due to ' irritation of 
teeth and gums. 

RADIUM EMANATION CORPORATION 
Booth 71 

The Radium Emanation Corporation invites you to 
booth No. 71 where we will exhibit a wide variety 
of instruments and applicators used in modern radium 
therapy, including permanent and removable LEAK- 
PROOF radon seeds. Our representatives will I>c avail- 
able to explain this equipment and its usage. 

RARE CHEMICALS, INC. 

Booth 130 

Preparations exhibited by Rare Chemicals, Inc., will 


include Addolate (non-latiiering liquid) and Dermo- 
latc (new lathering cake), both non-irritating skin 
detergents; Arsenoferratose, palatable hcmatinic; 
Eucupjn, local anesthetic with prolonged analgesic 
action; Gitalin, digitalis preparation; Salysal, anti- 
rheumatic analgesic, and Testosterone propionate 
"Rare Chemicals,” the Council-Accepted androgenic 
preparation. 

REED & CARNRICK 
Booths 159-160 

Meprane, a new synthetic estrogen which affords 
prompt relief of menopausal symptoms and imparts 
a sense of well-being without unpleasant side reac- 
tions, is being featured at the Reed 6c Carnrick booth. 
Literature and samples are available. 

J. B. ROERIG AND COMPANY 
Booth 217 

Attending physicians arc cordially invited to attend 
the exhibit of J. TB. Roerig and Co. Members of the 
Professional Service Department will be on hand to 
explain in detail the several products which will be 
displayed. Two new products will be featured: Lactnz, 
a new protein hydrolysate, and Obron, the new dical- 
cium phosphate, iron, and vitamin capsule, will have 
appeal for many physicians. Company representatives 
will welcome all inquires and ivill be pleased to ex- 
tend the courtesy of the Professional Service Depart- 
ment to all visitors. 

SANBORN COMPANY 
Booth 124 

Visit Booth No. 124 and see the direct-writing 
VISO-CARDIETTE which, with amazingly simple 
operation, provides a finished and permanent cardio- 
gram on the instant of the heart impulse — the photo- 
graphic INSTOMATIC CARDIEITE, long famous 
for its simplicity and light-weight portability — the 
ELECTROKYMOGRAPH which transmits the mo- 
tions of the rocntgcnoscopic cardiac silhouette bor- 
der to an electrocardiograph for recording on photo- 
graphic paper. Also, those interested in the very latest 
in metabolism testing should not miss seeing the 
many new advantages of the METABULATOR. 

SANDOZ CHEMICAL WORKS, INC. 

Boothi 174-175 

Recently rcleascd—thc new anti-epileptic drug— - 
MESANTOIN (methyl-phcnyl-cthyl-hydantoin), for 
the control or reduction in the frequency of epi- 
leptic seizures. Other new products arc Dihydroergo- 
laminc. ‘Sandoz’ (D. H. E. 45), the new improved 
non-narcotic relief for migrane; Glyscnnid for con- 
stipation contains the cry'stallinc glycosides from 
senna leaves, Scnnosidcs A and B; also displayed arc 
Cedilantd, stable preparation of Lanatosidc C, a erj's- 
tailine glycoside from Digitalis Lanata, not present in 
purpurea; l{>esandrinc Syrup for the relief of cough 
and bronchi.il disorders— containing the active alka- 
loids of Dover’s Powder in pure form uaih ephedrine. 
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W. B. SAUNDERS COMPANY 
Booth 3 

This Company will exhibit their complete line of 
books including Hyman’s [ntergrated Practice of 
Medicine, Bockus’ Gastro-enterology, Rubin’s Dis- 
eases of the Chest and X-Ray, Cooke’s Allergy, new 
editions of Wechsler’s Clinical Neurology, Ranson & 
Clark’s Anatomy of the Nervous System, Novak’s 
Gynecological and Obstetrical Pathology, Cecil’s Medi- 
cine, DeLee and Greenhill’s Obstetrics, Wharton’s 
Gynecology and Female Urology, Duncan’s Diseases 
of Metabolism, Boyd’s Surgical Pathology, McCombs’ 
Internal Medicine, American Illustrated Medical 
Dictionary, and many others. 

SCHERING CORPORATION 
Booths 46-47 

The Schering booth will feature the potent oral 
estrogenic hormone, Estinyl (ethinyl estradiol), the 
oral progestin, Pronone (anhydrohydroxy-progester- 
one) and the oral androgen, Oreton-M (Methyltes- 
tosterone). The well-known parenteral hormones, 
Oreton (testosterone propionate), and Cortate (des- 
oxycorticosterone acetate) will also be displayed. The 
new effective treatment for ophthalmic infections. 
Sodium Sulfacetimide Solution 30% will be of inter- 
est as will be the clinically safer sulfonamide combi- 
nation Combisul-TD and the radiographic media 
Priodax and Neo-Iopax. Schering Professional Serv- 
ice representatives will be present to welcome physi- 
cians’ inquiries. 

G. D. SEARLE & COMPANY 
Booths 190-191-192 

You are cordially invited to visit the Searle booth 
where our representatives will be happy to answer any 
questions regarding Searle Products of Research. 
Featured will be Hydryllin, the new anti-histamine, 
as well as such time-proven products as Searle 
Aminophyllin in all dosage forms, Metamucil, Keto- 
chol, Floraquin, Kiophyllin, Kiodoquin, Pavatrine 
and Pavatrine with Phenobarbital. 

SHAMPAINE COMPANY 
Booths 46-47 

The Shampaine exhibit consists of various pieces 
of physicians and hospital furniture in which are in- 
corporated the latest improvements in design and ef- 
ficiency. Among other items shown will be the well- 
known Martin All-Purpose Chair-Table, the Steelux 
Line of physicians furniture, the Headend Controlled 
Perfection Operating Table. Factory representatives 
will be available for consultation. 

SHARP & DOHME, INC. 

Booths 65-66-67-68 

Sharp & Dohme extends a cordial welcome to all 
visitors. Items on exhibit include a new dosage form 
of “Delvinal” Sodium Vinbarbital for the production 
of obstetric amnesia and analgesia; “Delcos” Gran- 
ules — an exceptionally palatable protein nutritional 
agent; “Lyocyte” Dried Human Blood Cells — an aid 
in tissue regeneration in various lesions; “Lyo B-C” 


Principal B-complex Factors and Ascorbic Acid for 
parenteral use; “Sulfasuxidine,” and “Cremosuxidine” 
— intestinal bacteriostatic agents. 

SHERMAN LABORATORIES 
Booth 45 

New-Diprotein, a palatable amino acid with vita- 
mins and iron added, also, new developments in the 
management of gastrointestinal dysfunction with 
Acaro products, a powerful demulcent and soft, smooth 
bulk-former. New formulas for injectable vitamins. 

SIEBRANDT MANUFACTURING CO. 

Booth 23 2 

The exhibit will feature a new type Portable Frac- 
ture table, moderately priced, which will serve for 
reduction and alignment of the various conditions 
required in fracture treatment. Siebrandt’s Portable 
Fracture Table is built “knocked down” and most of 
the accessories are stored in the box-like case that rep- 
resents the table top. It will serve the greater majority 
of conditions that require positioning, and will do it 
more simply in many ways. The Goodwin Bone 
Clamp — Clayton Transfixion Splints— and a com- 
plete line of fracture equipment will also be shown. 

J. SKLAR MANUFACTURING CO. 

Booth 43 

The Sklar exhibit will feature a comprehensive dis- 
play of stainless steel surgical instruments. Many of 
these are new instruments never displayed before at 
an IPMA Assembly and comprise a great number of 
specialized instruments developed and produced in co- 
operation with leading American Surgeons. On dis- 
play also are exclusive models of suction and pres- 
sure apparatus including the ever popular Tompkins 
Rotary Compressor, the Ideal Unit and the Impera- 
tori Apparatus. The Davidson Pneumothorax Appara- 
tus will also be on view. 

SMITH-DORSEY COMPANY 
Booth 12 

Estrogenic hormone. Liver and other parenteral 
products will be featured in the Dorsey exhibit. Dor- 
sey representatives welcome you to the exhibit every 
day. 

SMITH, KLINE & FRENCH LABORATORIES 
Booths 59-60 

Eskay’s Oralator, featured at this exhibit, provides 
a revolutionary method of cough control. Inhaled by 
mouth, the Oralator’s anesthetic-analgesic vapor (2- 
amino-6-methylheptane) is delivered directly to the 
nerve endings in the trachea and larynx, where it 
controls cough within a matter of seconds. Safe and 
effective, the Oralator is indicated in those types of 
coughs for which codeine would ordinarily be pre- 
scribed. The Oralator produces no appreciable sys- 
temic effects. Our specially trained professional repre- 
sentatives will be glad to answer questions concerning 
the possible uses of our products in your practice. 

SPENCER INCORPORATED 
Booth 1 1 

This exhibit will feature Spencer Individually De- 
signed Supports for abdomen, back and breasts. You 
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will especially want to examine the three-tab Spencer- 
flex, a new support for men designed for postopera- 
tive wear. Tlie Spencer Breast Form as an aid in the 
treatment of patients who have undergone mastec- 
tomies will also be of particular interest. Other de- 
signs of Spencer Supports in the treatment of many 
conditions will also be on display. 

E. R. SQUIBB 8c SONS 
Booths 75-76 

Presenting a wide variety of newly released Squibb 
preparations for prescription use, 

FREDERICK STEARNS & CO. 

Booth 8 1 

You are cordially invited to visit the exhibit of 
Frederick Stearns & Co. Division. Parenamine and 
Essenamine, Stearns parenteral and oral protein prod- 
ucts, will l>c exhibited as well as Fergon, Stearns 
Ferrous Gluconate, and Neo-Synephrine Hydro- 
chloride products for intranasal, parenteral and oph- 
thalmic use. Our professional staff will be in attend- 
ance to discuss these products with you, 

R. J. STRASENBURGH COMPANY 
Booth 36 

The R. f. Strasenburgh Co. will feature the results 
of research and investigation in three fields: Cardiol- 
ogy, Gastro-cntcrology and Dermatology. 

SUTLIFF & CASE CO., INC. 

Booth) 89-90 

Professional representatives will be on hand as usual 
to greet you and discuss with you a new important 
product. HYPER-RU combines the therapy of potas- 
sium thiocyanate in hypertension with that of rutin 
for capillary fragility. Also on display will be the origi- 
nal preparations of thiocyanates for the treatment of 
arterial hypertension, and other new pharmaceutical 
products. 

TAMPAX INCORPORATED 
Booth 171 

If you have not yet familiarized yourself with 
TAMPAX, the preferred v^hsorbcncy, iniravaginal 
menstrual tampon, you will wish to visit the TAM- 
PAX exhibit featuring the Dickinson anatomical 
models where educational consultants arc in attend- 
ance. If you are already acquainted with TAMPAX’s 
many advantages, he sure to register for the latest 
literature or educational material and samples of our 
product, 

THE TECHNICON COMPANY 
Booths 164-165 

Tlie Tcchnicon Co. will exhibit the new direct 
writing “Technlcon Cardiograph” as well as the 
“Autotcchnicon” and "Scopicon.” TTiis Cardiograph 
scribes three leads simultaneously on all patients. 
There is built-in pronsion for taking the three stan- 
dard leads, three augmented extremity, uni-polar 
leads, three prc-c.iudia! leads, all recorded simultane- 
ously directly on the “Triagram” chart. All equipment 
will he in actual bjicration throughout the meetings. 

U. S. VITAMIN CORPORATION 
Booth 32 

Full color illustrated brochure “Diagnosing Vitamin 


Deficiencies” together with professional samples and 
literature on Vl-SYNERAL POLY-B, VI-LITRON, 
HYPERVITAM, LIPO-HEPLEX, DALSOL, DE- 
SIVER, AMIPROTE, RUTIN, METHISCHOL and 
others. 

UNIVERSAL PRODUCTS CORP. 

Booth 125 

Of special interest in this exhibit is the Surgeon’s 
“FINGALYTE,” an excellent diagnostic set that 
penetrates and throws light on and into all tissues or 
crevices. It is of low wattage and cool for transillumi- 
nation and its exceptional simplicity and ease of op- 
eration will save time for many surgeons and general 
practitioners. Other interesting features of this equip- 
ment are a headlight that weighs only two ounces and 
instruments in constant vapor sterilizer bath. 

UNIVERSITY OF CHICAGO PRESS 
Booth 238 

The exhibiting of BOOKS FROM UNIVERSITY 
PRESSES is an outgrowth of the Association of 
American University Presses. Each press represented 
is a separate publishing company devoted to the pro- 
duction of important technical and scholarly works 
which might otherwise go unpublished, as well as 
general hooks of vital interest to all. 

UPJOHN COMPANY 
Booth) 17-18-19 

Tlie first panel of the display outlines diagram- 
maticaliy the mechanism of blood clotting. Next to 
that is a panel dealing with the use of thrombin as a 
sort of biologic cement for attaching skin grafts. The 
center panel descrilies the use of Gelfoam (a tissue 
absorbable sponge) moistened with thrombin as a 
hemostatic agent. Then the absorption of Gelfoam in 
the tissue is demonstrated by a scries of histologic 
specimens on the fourth panel. The final panel de- 
picts the clinical use of the naiuml anticoagulant, 
heparin. 

WALGREEN CO.MPANY 
Booths 1-2 

Included in the Walgreen e.xhibit arc Antibiotics, 
Amino Acids, Hormones, Vitamins, Anti-histamine 
and Anti-Anemic preparations. While these products 
may lie seen in other booths at tlic exhibit separately, 
only at the Walgreen booth can they be seen in thera- 
peutic groupings. Descriptive literature is available 
for all physicians. 

WALLACE & TIERMAN PRODUCTS 
Booth 1 54 

You arc cordially Invited to visit our exhibit. Wc 
will welcome the opjiortunity to discuss our products. 
W T is exhibiting A70CHL0RAMID, a st.ih!c and 
highly bactericidal chloramine for wound dressings 
and irrigations; MONOMESTROL, a synihciic 
estrogen, orally effective and well tolerated by the 
patient; DESENEX, a potent, yet non-irritaling fungi- 
cide; and SOTRADECOL, a new synthetic sclerosing 
agent. 
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WILLIAM R. WARNER & CO., INC. 

Booths 208-209 

William R. Warner & Co., Inc., will introduce 
Heparin Pitkin Menstruum “Warner,” a unique 
heparin preparation which affords prolonged anti- 
coagulant action without the need for frequent in- 
jections. All the benefits of heparin are provided 
with greater economy and less discomfort. The War- 
ner representatives will gladly supply current infor- 
mation on this important medical contribution. 

WESTWOOD PHARMACAL CORP. 

Booth 162 

Representatives at the Westwood Booth will dem- 
onstrate the ease of application inherent in the im- 
proved Westhiazole Vaginal single-dose applicators. 
This new method of treatment stresses convenience 
and simplicity in vaginal anti-infective medication with 
Westhiazole jelly which, because of its wide applica- 
bility, makes unnecessary previous identification of 
the causative organisms. 

WHITE LABORATORIES, INC. 

Booths 79-80 

White’s Dienestrol Tablets — a new orally effective 
synthetic estrogen is featured. Complete information 
and literature are available regarding tbe advantages 
of Dienestrol’s high biologic activity, excellent patient- 
tolerance and economy. Other products of White 
Laboratories are on display and White’s Medical 
Service representatives in attendance will be pleased 
to supply any further information requested. 

WILCO LABORATORIES 
Booth 237 

New therapeutic products will be exhibited by 
Wilco Laboratories. These include: Neo-Enzymes, 
digestive enzyme complex active on carbohydrates, 
proteins, and fats, in both plain and laxative types; 
Edrex, vitamin management in arthritis and the arth- 
ritis-fibrositis syndrome; Uran, self-acidifying urinary 
antiseptic in tablet form; Enzybex, high potency vita- 
min B-complex with enzymes; and Hemobex, iron 
with vitamin B-complex. 

WILLIAMS AND WILKINS CO. 

Booth 229 

The Williams and Wilkins Co. will feature the 
latest editions of such best sellers as Albrect’s Mod- 
ern Management in Clinical Medicine, Grant’s Atlas 
of Anatomy, and Best & Taylor’s Physiological Basis 
for Medical Practice. In addition, a number of new 
titles will be available as well as the firm’s complete 
line of medical periodicals Including the new medical 
abstract service, Excerpta Medica. 

WINTHROP CHEMICAL CO., INC. 

Booth 87-88 

Winthrop’s display consists of colored models by 
Dr. Justus F. Mueller showing the causative agents 
of the various forms of malaria. The complete malarial 
cycle is reproduced, including the recently discovered 
exoery'throcytic (tissue) phase of the cycle. Also fea- 
tured will be the latest therapeutic contributions made 
by this firm, including Demerol, powerful analgesic. 


spasmolytic . and sedative; Aralen, new colorless anti- 
malarial specific; Diodrast 70%, the only contrast 
medium for cardiography and Neocurtasal, sodium- 
free seasoning agent. 

MAX WOCHER & SON COMPANY 
Booths 197-198-199-200 

By virtue of its great manufacturing facilities for 
both furniture and instruments, the Max Wocher & 
Son Co. can be depended upon to exhibit many models 
that heretofore have been missing from the conven- 
tion displays. The Max Wocher & Son Co. will show 
a big, new line of examining and operating equip- 
ment and many new instruments that were originated 
by this concern and have since attained great popu- 
larity. The Wocher display will be considerably larger 
than in the past and is sure to prove of tremendous 
interest to all classes of physicians. 

WYETH INCORPORATED 
Booths 4-5 

Wyeth, Inc., Philadelphia, will exhibit four of its 
leading specialties. The products are Sopronol, a 
propionate-caprylate compound for fungus infections 
of the skin; Meonine, di-Methionine Wyeth, for the 
prevention and treatment of liver damage; Purodigin, 
pure digitoxin for congestive heart failure; and Wyeth 
Penicillin Calcium in Oil and Wax, Romansky For- 
mula, now in fluid form. Wyeth representatives will 
be on hand with samples and literature. 

YEAR BOOK PUBLISHERS, INC. 

Booth 3 8 

Potter’s RH, Sulzberger & Baer’s Office Immunol- 
ogy, Hodges, Lampe & Holt’s Radiology for Medical 
Students, Caffey’s Pediatric Diagnosis, Schiff’s Jaun- 
dice, and many new editions of general-practice man- 
uals and monographs and the 1947 YEAR BOOKS 
— these highlight the many timely, practical clinics— 
in print which every physician is cordially invited to 
peruse in Booth No. 38. 

F. E. YOUNG Sc CO. 

Booth 158 

F. E. Young 8c Co. will exhibit Young’s Rectal 
Dilators — supplied in sets of 4 graduated sizes and 
used in series as the anal sphincter becomes accus- 
tomed to dilation. Helpful in the treatment of con- 
stipation, dysmenorrhea, hemorrhoids and other con- 
ditions associated with the treatment of spastic anal 
sphincters. Doctors also use them postoperatively to 
avoid rectal discomfort. 

ZIMMER MANUFACTURING COMPANY 
Booth 149 

The Zimmer Manufacturing Co. will exhibit a very 
complete line of splints and all types of fracture equip- 
ment. A number of new and improved bone instru- 
ments will be on display, among which will be the 
Moreira Stud-Bolt Set, Rizzo Retractors, Orthopedic 
Hammer, Blount Driver-Extractor, Martin Hip 
Gouge, Intramedullary Fixation Instruments, Eggers 
Contact Splints, Hollow Mill, Improved Bone Clamp 
Sets, Lewin Walking Heel and Vinke Skull Tractor. 



After Hours 


MICHIGAN DOCTORS LIKE THEIR FISH 


If a poll were taken of Mich- 
igan physicians it would prob- 
ably show that their favorite 
after-hours’ recreational activities 
are trout fishing, gardening, 
hunting, boating, flying and other 
outdoor pastimes, in just about 
that order. Or perhaps the rat- 
ings have been somewhat influ- 
enced by the slightly more color- 
ful tales told by the rod-and-reel 
men. 



“There arc no slack seasons in 
fishing in Michigan,” says Dr, 
R. S. Van Bree, surgeon: “There 
may be dull days but no slack 
season.” 

Dr. Van Bree, a resident of 
Grand Rapids, (meeting place of 
the 1947 State Medical Conven- 
tion) enjoys a “long season,” 
for he usually starts early in the 
year with ice fishing. He reports 
that Hike Michigan perch, caught 
in about 18 feet of water at 
White Lake, Muskegon Lake or 
Macatawa, make a tasty meal for 
a winter day. Bear I-akc, just 
north of Muskegon, is probably 
the most famous in that locality 
for fishing Mucgills through the 
icc and is well stocked in the 
early part of the season. 



For pike or pickerel fishing, 
the lakes around Grattan or the 
Muskegon River above Hardy 
Dam arc good. A complete icc 
fishing season should include the 
overnight trip to Beulah to fish 
for smelt in Crystal Lake. Here, 
the fisherman can drive his car 
onto the icc to one of the many 
large shanties equipped with 
stove, cots, and cooking utensils. 

After the ice breaks up, usually 
during the first week of March, 
the large northern pike, rang- 
ing from 18 to 60 pounds, are 
running in the Kalamazoo River 
and may Ik found just below the 
dam at Allegan. 

About the first of April, fisher- 
men start trying for walleyed 
pike, suckers and catfish on the 
Muskegon and Grand Rivers. 
The trout season usually starts 
the last Saturday in April with 
every Walton Leaguer ready at 
his favorite stream, Tlus year, 
Dr. Van Bree reduced the trout- 
population of the Jordon and the 
Big Manistee Rivers, as well as 
some of the little streams run- 
ning into nearby lakes. 

Around the first week in May, 
perch start running at the piers 
in Holland, Grand Haven and 
Muskegon, with the “big ones” 


at Charlevoix and Ironton. The 
season for bass and blucgills on 
the inland lakes usually opens 
on June 25 and, according to Dr. 
Van Bree, the best spot in years 
has been White Lake at White- 
hall. Favored places for lake 
trout are Northport, on the arm 
of the Grand Traverse Bay, and 
Grand Marais in the Upper 
Peninsula. 

A trout fisherman who started 
when he was 8 years old and 
hopes to keep it up until he’s 80 is 
Dr. Leon E. Sevey, also of Grand 
Rapids. Dr. Sevey, a surgeon, 
believes his hobby affords com- 
plete mental relaxation along 
with physical exercise in the out- 
doors. 



Dr. Sevey sjKnds many week 
ends and usually a icn-d.iy vaca- 
tion at his log cabin on the Kink 
of the Little Manistee River, 
whicli is but a- two-hour drive 
from his home. The section of 
the river above and IkIow Dr. 
Sevey’s cabin is ideal for the dry 
fly fisherman and the catch is 
usually !)ro\vn and rainlmw trout. 
“My cabin,” says Dr, Sevey, “is 
paradise.” 




Another Grand Rapids out- 
door enthusiast is Dr. Ruth Her- 
rick, dermatologist, who enjoys 
photographing scenes which are 
particularly typical of Michigan, 
such as the old stump fences and 
covered bridges. Dr. Herrick be- 
came interested in her hobby 
many years ago when her father, 
Dr. C. Judson Herrick, Profes- 
sor of Neurology at the Univer- 
sity of Chicago, (retired) gave 
her a No. 2 Brownie camera. 

Hunting and fishing have been 
the hobbies of Dr. Louis H. 
Chamberlin, who is retiring this 
year at the age of 73. Dr. Cham- 
berlin has practiced medicine in 
Grand Rapids for fifty years, 
specializing in surgery the last 
thirty-six years. His advice to 
young doctors is to get away from 
their work and do something far 
removed from it. “A doctor sees 
the seamy side of life continual- 
I3’,” says Dr. Chamberlin, “hears 
nothing but trouble, disease and 
pain. The only remedy is to get 


away from it all, even if it is 
only a day off a week. It is a 
great mistake for young doctors 
to say they intend to play when 
they retire — for they will not 
have learned to play.” 

While Dr. Chamberlin is not 
exclusively a fly fisherman, he 
feels it is really the sporting way 
to fish. Equally stimulating to 
him is the hunting of partridge, 
woodcock and pheasant, but he 
feels that watching a dog range, 
point and retrieve is as interest- 
ing as killing the birds. He hunts 
deer and bear only with a cam- 
era and believes a doctor should 
have one camping-out trip a 
year. He also adds that while 
doctors’ wives should bid their 
husbands “God speed” with a 
smile when they leave for a few 
days of fishing and hunting, 
“Blessed is he who has a wife 
who also likes to hunt and fish.” 

Another' doctor who gets as 
much pleasure out of the train- 
ing and association of bird dogs 


as he does in the sport of bird 
hunting itself is Dr. Ferris Smith, 
surgeon. For many years he has 
owned and trained one or more 
fine setter dogs — either English 
or Irish. Dr. Smith also likes to 
sail in a Wee Scot at his summer 
home on Elk Lake and does con- 
siderable fishing there. During 
his leisure hours in town Dr. 
Smith enjoys working in the 
fine machine shop which he has 
in his home. He particularly 
likes to make fine, small furni- 
ture pieces. 

Other Grand Rapids hobbyists, 
keenly interested in hunting and 
fishing are; Dr. R. H. Sidell, Dr. 
Lee O. Grant, Dr. Joseph De 
Free, Dr. Isla De Free, Dr. Mil- 
ner S. Ballard, Dr. Gordon W. 
Balyeat and Dr. W. D. Lyman. 

JACKSON 

There are several doctors in 
Jackson who list hunting and 
fishing as their hobbies. One of 
these, Dr. Walter Finton, is a 
specialist in big game hunting 
and has written a book, “The 
Alaskan Bear,” on his experi- 
ences in Alaska. Another, Dr. R. 
H. Alter, has done a good deal 
of Michigan and Canadian trout 
fishing and Moose hunting. 

Dr. Alter, whose wife is also 
enthusiastic about the sport, en- 
joys trout fishing in Michigan’s 
lower peninsula and in Canada 
in the district about too miles 
north of the Soo. In this area the 
trout are commonly known as 
speckled or square tails and are 
of a larger size than brook trout. 
These Canadian trout can be 
taken from the lakes about the 
tenth of May, when the ice first 
goes out, by trolling with spin- 
ners, worms or wet flies. Here, 
a few weeks later either wet or 
dry flies are used, according to 
Dr. Alter, a fly enthusiast. 

Dr. Alter also likes to hunt 
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The Diagnosis and Treatment of Epilepsy 

DONALD S. McEACHERN* 

MONTREAL NEUROLOGICAL INSTITUTE, MCGILL UNIVERSITY 


T here are jirobably 600,000 people in the 
United States and Canada who suffer 
from epilepsy. It is as common as tuber- 
culosis or diabetes. It may be even more disa- 
bling since the people and their relatives live in 
fear of fleeting seizures which may occupy but 
a few minutes out of years of promising life. 
It has been estimated that the direct annual 
cost of epilepsy must e.xceed $100,000,000, but 
no one can estimate the cost in terms of grief 
and despair. 

Epilepsy is a symptom and is due to periodic 
and explosive discharge of nerve cells in the 
brain. Each one of us is a possible candidate for 
an epileptic seizure under certain circum- 
stances. Temporary arrest of blood supply to the 
brain, hypoglycemia, an electric shock, or other 
factors may induce a seizure in any normal 
person. In a sense the epileptic seizure is the 
brain’s normal response to certain abnormal 
circumstances. The trouble is that in many cases 
we do not know what these circumstances arc. 
In the end such neuronal explosions must 
be due either to metabolic or physicchcmical 


•AswfJtc iVfj/cjwf (i[ Ncurolosy, AfcGill Universfty Fac- 
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clianges in nerve cells which render them 
unstable and permit them to fire off either 
spontaneously or when disturbed by a scar, 
a tumor, or other abnormality of the brain. 

Why seizures due to hypoglycemia, brain 
tumor, or other demonstrable cause should 
be considered more reputable than those of un- 
known origin is hard to understand. But this 
feeling persists, and perhaps it can be laid to 
our own muddled ideas about heredity, mental 
deterioration, and personality changes in epil- 
epsy. We are still left with the wastebasket 
term “idiopadiic” epilepsy, into which we 
throw cases of unknown causation. Our main 
clinical problems arc (i) to recognize and 
treat those cases in which seizures are due 
to disease of the brain, or to abnormalities of 
the circulation or of the chemical processes of 
the body, and (2) to treat symptomatically the 
cases which, in our ignorance, we label “idio- 
pathic” epilepsy. 

INVESTIGATION OF A OtSE OF EPILEPSY 

Many of the steps taken to discover organic 
causes of seizures arc well known. I shall re- 
view them briefly, emphasizing certain nctv and 
valuable methods. The search must be patient 
and systematic to be successful. 
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CUnkal investigation — The age of onset and 
type of seizure are of fundamental importance. 
Omitting the convulsions which occur so fre- 
quently in childhood, and which are associated 
with any fever, we may say generally that epil- 
epsy starting within the first two decades 
usually is to be placed in that vague group 
called idiopathic. Starting within the next two 
decades it is usually associated with brain 
tumor. Thereafter renal and cerebral vascular 
causes become increasingly frequent, but the 
possibility of brain tumor should always be 
kept in mind. A history of prolonged or dif- 
ficult birth and retarded development may in- 
dicate cerebral birth trauma. Head injury, even 
if remote, should suggest the possibility of a 
meningocerebral scar as a cause of seizures. 

Every physician, nurse, and relative should 
be taught to describe accurately the patient’s 
aura and the pattern of attacks. The common 
patterns of focal attacks are illustrated in Fig- 
ure I. A complete record giving the number 
and dates of seizures must be kept by the pa- 
tient, since this is the only true guide to the 
success of tlierapy. It is essential to observe the 
very beginning of an attack since it may spread 
rapidly from a focal to a generalized convul- 
sion without a localizing pattern. Rapid exami- 
nation immediately after an attack may reveal 
temporary changes in the reflexes or sensibility 
which point to a focal defect and which can- 
not be elicited in tire interim. 

It is occasionally necessary to induce an at- 
tack in order drat die pattern can be observed. 
This can sometimes be accomplished by hav- 
ing the patient hyperventilate strongly until an 
attack occurs or until carpopedal spasm ap- 
pears. Hydration of the patient is even more 
effective. Water is given in large quantities 
along widi repeated injections of pitressin. 
This is, however, a hospital procedure. 

Appropriate chemical studies are based on 
the circumstances under which attacks occur. 
Spontaneous hypoglycemia may be suspected 
if attacks occur during fasting and are preceded 
by vagueness, anxiety, and sweating. There may 
be a curious, dreamy state widi purposeless be- 
havior both before and for a long time after 
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the seizure. Attempts should be made to pro- 
duce attacks by fasting, to relieve them by ad- 
ministration of glucose, and to obtain chemical 
proof by blood sugar determinations made dur- 
ing attacks. Glucose tolerance curves should 
be carried at least to five hours in order to de- 
termine the low point which follows tlie early 
rise of blood sugar. A word of caution — sugar 
curves are tricky things to interpret. 

I recall two elderly patients in whom epilep- 
tic seizures occurred only during the develop- 
ment of recurrent latent tetany. One suffered 
from osteomalacia and the other from mdd 
parathyroid deficiency resulting from a tliy- 
roid operation. Attacks associated with uremia, 
cerebral syphilis, vascular hypertension, and 
cerebral arteriosclerosis are usually recognized 
by careful routine examination. Even in these 
instances, however, special studies may be nec- 
essary, since there is no guarantee that cerebral 
tumor and arteriosclerosis or syphilis do not 
coexist. We have seen the conjunction on sev- 
eral occasions. 
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SENSORY MOTOR 

SEIZURES SEIZURES 



Figure 1. Chare of common initial phenomena of seizures arising in different parts of tlie brain. The 
leading lines indicate general and not punctate localization. 


M ention should be made of seizure widi 
liypersensitivity of tlie carotid sinus reflex 
mechanism. As a result of sudden turning of 
the neck, an unusual position of tlie head, or 
pressure from a high stiff collar, such patients 
suffer from a reflex fall of blood pressure or 
cardiac arrest, or both. Syncope results, and if 
the cerebral circulation is interrupted for more 
than about twelve seconds, a convulsion may 
ensue. One of my patients, a middle-aged man, 
complained of seizures since childhood. At- 
tacks first came when he knelt to pray in 
church on Sunday. This was the only day of 
the week when he was dressed in an Eton suit 
Yvith a high, stiff collar. Attacks ceased, when 
the minister advised that he stay away from 
church since the prayers obviously did him no 


good. Attacks recurred later when he sat in 
the barber’s chair and his head was thrust for- 
ward while the nape of the neck was clipped. 
It was easy to reproduce the attacks by pres- 
sure over cither carotid sinus. 

Carotid sinus syncope should be suspected 
in any elderly patient who complains of brief 
spells of fainting, dizziness, or “black-out.” It 
can be tested by massaging one carotid sinus 
at a time with the thumb placed. behind the 
angle of the jaw. The patient should be in an 
upright position. 

Explanation of the mechanism may suffice 
to keep these people out of trouble. Atropine 
or ephedrine is occasionally helpful. If neces- 
sary, the sinus can be dcnervaied surgically. 
Attacks of similar character occur with Stokes- 
Adams syndrome in heart block. 
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Figure 2. Pneumoencephal- 
ogram of patient with cyst 
of right temporal lobe and 
generalized seizures. 


Roentgenography — Good stereoscopic x-ray 
films of the skull should never be omitted. They 
may show quite unsuspected bony changes or 
asymmetry of the skull. There may be calcium 
deposits indicative of tumor, shift of the shadow 
of the pineal gland due to an atrophic or ex- 
panding lesion in one hemisphere, or even evi- 
dence of increased intracranial pressure. 

Pneumography — X-ray visualization of die 
ventricles following injection of air or oxygen 
into the subarachnoid space has proved an in- 
valuable procedure. When there is no contrain- 
dication, encephalography is done, the gas 
being injected by die lumbar route after re- 
moval of spinal fluid. A case in point is that of 
an 8-year-old girl, who was presumed to have 
been suffering from idiopadiic epilepsy for four 
years. X-rays of the skull showed marked dis- 
proportion between the two sides of die cranial 
cavity; the encephalogram (Figure 2) revealed 


lack of filling of the right temporal horn and 
■displacement of the ventricles to the left. At 
operation a large cystic collection of cerebro- 
spinal fluid was found in the right temporal 
lobe due to a thin membrane which separated 
the temporal horn from the rest of the ventric- 
ular system. This thin veil of tissue, presumably 
a congenital defect, spelled the difference be- 
tween normal health and ejpilepsy. 

A more recent case is that of a man of 46, 
whose only complaints were two generalized 
convulsions commencing several months previ- 
ously. Clinical examination was negative. The 
encephalogram (Figure 3) showed the right 
lateral ventricle to be depressed downward and 
displaced to the left. This was due to a large 
meningeal tumor, which was removed. 

Meningocerebral scars, subdural hematomas, 
and areas of focal atrophy may also be recog- 
nized by this method and dealt with surgically. 
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Figure 3. Pncumoencephal- 
ogram with generalized seiz- 
ures due to benign meningeal 
tumor in right parietal region. 



Cerebral arteriography — ^The visualization of 
the cerebral arteries following injection of a 
radiopaque substance, such as thorotrast, into 
the carotid artery in the neck is of limited use- 
fulness. When an aneurysm or vascular tumor 
is present, however, it may be the best or, the 
only way to visualize the lesion. 

Electroencephalography — Although a new- 
comer in the field, this method has already be- 
come well established. During its few years of 
rapid growth, this ingenious method of record- 
ing the so-called “brain waves” has become a 
reliable clinical tool. 

The principle is that the rhythmic changes of 
potential of the normal brain can be led off 
from the surface of the intact scalp, stepped up 
about one million times by radio amplifiers, 
and recorded by means of ink writers on a 
moving strip of paper. Small silver electrodes 
arc fixed to the scalp with collodion in a num- 


ber of standard locations on each side of the 
head. (See Figure 4). These are led off to a 
switching box which permits simultaneous rec- 
ords to be made from a number of locations. 
The electrical activity of one side of the brain 
may be compared with that of the other side, 
or one small area with another. 

Normally, two main rhythms can be re- 
corded from the adult brain. Alpha (Berger) 
waves appear from the occipital regions at a 
frequency of about in per second, and beta 
waves at about 22 per second from the frontal 
regions. In epilepsy the normal rhythms arc 
greatly disrupted, not only during a seizure 
but (also nearly always) during intervals when 
the patient seems entirely well. (Figure 5). 

T he following arc some applications of this 
method to our knowledge of epilepsy. 
■The diagnosis of an epileptic attack is easy 
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Figure 4. Method of apply- 
ing scalp electrodes for elec- 
. troencephalography. 


when a seizure is observed or has been accu- 
rately described. When, however, there is but 
a vague history of fainting spells, of waking 
in tlie morning with a bitten tongue, or of 
momentary absences, the diagnosis of epilepsy 
is a precarious one.- The electroencephalogram 
may assist by showing either typical epileptic 
abnormality or a normal rhythm. Further, 
temper outbursts and fleeting personality 
changes in an epileptic patient can sometimes be 
correlated with a surge of subclinical electrical 
abnormality in the brain, tliough there may be 
no outward sign of a convulsive seizure. In- 
deed, many problem children have been found 
to have such electrical abnormalities even 
tliough they had never suffered convulsive 
seizures. 

The electroencephalogram also gives some 
indication of the type of epileptic activity. It is 
possible that with further experience we will 


classify seizures according to the underlying 
electrical abnormality, just as the terminology 
of the cardiac arrhytlimias was altered by Mac- 
Kenzie’s study of pulse tracings and Lewis 
analysis of the electrocardiogram. 

Occasionally, differentiation between hysteric 
and epileptic seizures may be aided. Records 
taken during an hysteric seizure show a normal 
cerebral rhythm. Epileptics always show seizure 
waves during an attack. 

Localization of epileptic foci is another im- 
portant function of electroencephalography 
and may lead to successful surgical removal of 
the focus. 

Finally, the method may be of value in tire 
control of medicmal therapy. If a patient has 
a seizure only once in several months, it may 
take painfully long to determine whether his 
medication is adequate. His electroencephalo- 
gram may, however, show almost continual 
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Figure 5. Samples of normal and abnormal encephalograms. L, — Local random 
spikes from patient with focal epilepsy due to meningo-ccrcbral scar. Dg — Diffuse multi- 
ple sharp waves from patient with idiopathic cpilcps)'. B, — Bilaterally synchronous 
spike and slow waves from patient during petit mal attack. 


epileptic activity which is xeduced or disap[)cars quires exi)eriencc and good judgment. Remem- 
within a few days with adequate therapy. Un- her the early days of electrocardiography, when 
fortunately, there is no rule to this, and some machines were multiplying by the hundred 
patients may remain free of attacks with little and self-styled heart specialists sprang up over- 
or no improvement in the electroencephalo- night. It will not be long before fairly simple 
gram. apparatus is available for recording the E.E.G. 

Let us guard against the exploitation of this Let us use it with caution and common sense 
valuable method. The technic is difficult to and not as “gadgeteers." 
master, and interpretation of the records re- We have reviewed the stejis sometimes neces- 
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sary to uncover die causes of epileptic seizures; 
there remain, however, many cases for which 
no cause can be found. It is worth while, then, 
to discuss the medicinal treatment of such cases. 


TREATMENT 

Drug therapy — ^We will consider here only 
drugs of proved usefulness — the bromides, 
phenobarbital, dilantin, mebaral, and the new 
drug, Tridione. They are powerful tools and 
it is worth remembering certain principles gov- 
erning their use. First, some patients are not 
helped by medicines. If seizures are not reduced 
or the patient is not benefited, it is wasteful 
and may be harmful to continue with the drug. 
Second, there is no standard dose that suits all 
patients. The dose should be increased until 
seizures are controlled unless toxic symptoms 
prevelit diis. Third, not all types of seizures are 
helped equally by a given medicine. It is crimi- 
nal to permit a patient to go on for montlis or 
years with uncontrolled seizures and try no 
change of medication. Fourdi, our aim is not 
only to stop seizures, but to improve the total 
condition of the patient. A regimen which stops 
seizures but turns the patient into a vegetable 
has little to recommend it. With diese points 
in mind, let us now take inventory of our tools. 

T he bromides are used much less now than 
formerly. They are often not as effective 
as the odier drugs. They frequently cause un- 
pleasant acne, depress and slow down the pa- 
tient’s mental activity, and occasionally pile up 
in the system to cause a real toxic psychosis. 
The latter picture is not as well known as it 
should be, though it is not uncommon. The pa- 
tient develops incoordination, a staggering gait, 
and thick speech. This may advance to frank 
delirium with hyperactivity delusions, halluci- 
nations, and even coma. One of our patients 
who was treating himself with a mail-order 
epilepsy nostrum was committed to a mental 
institution before die condition was recognized. 
The psychosis is related to the concentration of 
bromide in the blood and tissues, and the well- 


known bromide skin eruption is usually absent. 
The condition can go unrecognized for 
months. The blood bromide is almost invaria- 
bly above 150 mg. per cent. Treatment consists 
of replacing the bromides by some other drug, 
and of giving 12 to 15 gm. of sodium chloride 
per day. The chloride replaces the bromide 
ion, and the psychosis clears quite rapidly. De- 
spite these disadvantages there are some cases 
of epilepsy in which the bromides give better 
control of seizures than any of the other drugs. 

Phenobarbital is probably a more effective 
drug and certainly causes fewer toxic manifes- 
tations. Moderate doses may not cause dullness; 
large doses, however, may be necessary to con- 
trol seizures, and then unfortunate slowing of 
cerebration results. A good tip is that the ad- 
dition of small doses of benzedrine or of caf- 
feine may abolish the mental dullness without 
altering the anticonvulsive effect of the pheno- 
barbital. A total of 1.5 to 2 gr. of phenobarbital 
per day, divided into several doses, may suffice 
to control seizures, but we have sometimes been 
forced to raise the dose to 9 gr. daily, before 
the seizures were controlled or die drug was 
abandoned. Phenobarbital is also available in 
soluble form for use in prescriptions. This so- 
dium salt contains 10 per cent less phenobar- 
bital than the phenobarbital itself. Liquid 
preparations should not be kept for more than 
three weeks, since absorbed CO2 tends to pre- 
cipitate the acid form of the drug. 

Phenobarbital soluble is valuable when given 
intravenously or subcutaneously in doses of i 
to 5 gr. for the control of status epilepticus. In 
this emergency, however, we prefer to use 
avertin administered by rectum in two-thirds 
the usual anesthetic dose. 

Dilantin (sodium 5, 5-diphenylhydantoin' 
ate), a new drug, has already proved its merit 
and has practically remade the lives of some 
epileptic patients. It has high anticonvulsive 
power; its great advantages are that it has no 
hypnotic effects and it causes no mental dull- 
ing. Occasionally, it has mild stimulating ef- 
fects. I have seen patients who were apathetic, 
querulous, and inclined to temper outbursts 
transformed into pleasant, agreeable, and 
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brighter people when sedative drugs were re- 
placed by dilantin. 

In a large series of cases dilantin has proved 
more effective in stopping or lessening seizures 
than either phenobarbital or bromides. It is 
especially effective in controlling psychomotor 
seizures, the so-called psychic variants, or states 
of motor automatism, which are little influ- 
enced by the bromides or phenobarbital. Like 
other drugs, dilantin is much less effective in 
controlling petit mal attacks. It may indeed 
aggravate them. In the end, a persistent and 
conscientious search is necessary to determine 
which drug is the best for the individual pa- 
tient. I have one patient whose seizures have 
been completely abolished by the use of dilan- 
tin, whereas a cousin’s attacks which became 
worse with dilantin are well controlled with 
phenobarbital. 

Dilantin is analogous to the barbiturates, but 
is a derivative of glycolyl urea instead of 
malonyl urea. It is soluble only in alkaline 
solution and therefore cannot be given intra- 
venously. The drug is available in capsules con- 
taining 1.5 gr. for adults and 0.5 gr. for 
children. The usual dosage for adults is 1.5 gr. 
three or four times daily, though we have ex- 
ceeded that amount on occasion. The drug 
should be taken during the course of a meal or 
with milk before retiring to avoid any tendency 
to gastric distress. The dosage is proportionate- 
ly less for children, and the powder may be 
mixed with cream if they arc unable to swal- 
low capsules. If adequate doses of dilantin fail 
to control attacks, the addition of small doses 
of phenobarbital sometimes meets with success. 
The most suitable combination is a matter for 
clinical trial. 


C ERTAIN mild toxic phenomena arc quite 
common with dilantin. After a few days of 
full dosage there may appear some degree of 
nystagmus, diplopia or difficulty in focusing 
the eyes, and moderate dilatation of the pu|)ils. 
There may be dizziness, incoordination of the 
limbs, and .staggering gait. These symptoms 
usually ]iass off in a few days. If not, it may 
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be necessary to reduce the dose for a week. 
Resumption of the full dose may then not lead 
to a return of toxic symptoms. Only rarely is 
it necessary to discontinue the drug. 

Quite exceptionally a patient appears to be 
sensitive to dilantin and reacts with sharp fever, 
sore throat, or a skin rash. The latter is a red, 
macular eruption, involving the trunk and 
limbs and may be intensely itchy. It may ap- 
pear within a day or so after treatment has be- 
gun, or as long afterwards as three weeks. 

A much commoner but not very trouble- 
some complication is a curious hyperplasia of- 
the gums, occasionally accompanied by sore- 
ness and some bleeding. With good oral hy- 
giene the condition has not forced us to stop 
using the drug in any of my cases. A very help- 
ful point is to have the patient massage the 
gums with the forefinger for five minutes twice 
daily. • 

Toxic side effects arc less apt to appear if 
the dosage of the drug is increased gradually 
over the course of several weeks to the desired 
maintenance level. If one wishes to change a 
patient over from jihcnobarbital to dilantin. 
the replacement should be made gradually. 

A satisfactory method is as follows: If a 
patient is receiving phenobarbital three times 
daily, only one of these doses should at first be 
replaced by a dose of dilantin. After three days 
further replacement of one dose can be made, 
and so on every three days until the patient is 
receiving dilantin alone three or four times 
daily. This method reduces the danger of re- 
leasing seizures through sudden withdrawal of 
the phenobarbital. 

The use of dilantin requires careful sujier- 
vision by a physician and intelligent manipula- 
tion of dosage. It will then be found to work 
like a miracle for some patients, to benefit quite 
a number of others, anil in a few instances to 
be useless. 

Mebaral (methylcthylphenylbarbituric acid) 
is a drug with which I have not had wide ex- 
perience. Reports indicate that it may be very 
satisfactory in some cases which are not con- 
trolled by other drugs. It is relatively free of 
toxic and hypnotic qualities and ileserves wider 
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trial. The usual dosage is 3 gr., two or three 
times daily. 

Tridione seems to have a special place in the 
treatment of petit mal attacks and other vari- 
ants that are associated with 3 per second spike 
and slow waves in the E.E.G. (Figure 5). It is 
not effective against grand mal seizures but 
can be used along with one of the other drugs. 
Tridione has no hypnotic effects but may cause 
a curious visual phenomenon — a sensitiveness 
to bright light and loss of visual contrast. Some 
adults find diis enough of a handicap to re- 
quire withdrawal of the drug. Agranulocytosis 
due to Tridione has been reported, but with 
proper care and follow-up of patients we have 
had no trouble in this regard. The adult dose 
is one 5 gr. capsule three or more times daily. 

S uccess with any of the above named drugs 
requires painstaking trial and adjustment of 
dosage. Too often the physician looks upon 
the situation widi gloomy pessimism, writes a 
prescription for some drug, and washes his 
hands of the matter. There can be no excuse 
for the doctor who permits a patient to go on 
indefinitely with uncontrolled seizures without 
complete study of the case or change of regi- 
men. It is important also to individualize treat- 
ment. Some patients have their attacks only at 
night, and should thus receive a larger propor- 
tion of their medication before retiring. Some 
women have attacks only at the time of the 
menstrual period, and should obviously be 
given greater protection at that time. 

The doctor seldom witnesses a seizure save 
by accident. His chief concern is to save his 
patient from injury and embarrassment. The 


collar should be opened, the limbs kept free of 
near-by objects, a folded handkerchief placed 
between die teeth if possible. Don’t thrust a 
stick between the teeth. A bitten tongue will 
heal but not a broken toodi. During the brief 
period of purposeless behavior before recovery, 
go along with the patient and don’t restrain 
him unless necessary. Above all, don’t order 
an ambulance and admit him to hospital until 
you find out whedier he wants you to. 

The above discussion has dealt with but a few 
of the many questions that arise in the care of 
the epileptic patient. Odiers include the use 
of ketogenic diets in children; the question of 
rest and exercise and proper elimination; the 
avoidance of dangerous occupations; the prob- 
lem of marriage, of bolstering the patient’s 
morale, of tempering the family’s shame and 
humiliation, of advising upon inheritance of 
a condition which may be many different con- 
ditions aping one another. 

Idiopathic epilepsy should be a hopeful con- 
dition. It can be diagnosed early before there 
is mental deterioration; there is no structural 
impairment of the brain as in many other dis- 
eases. Education and understanding will re- 
move the stigma from it as diey have from 
cancer and tuberculosis. 

Above all, we need funds. Funds to carry 
out large-scale trials of new drugs. Funds to 
support eager young men whose training fits 
them to delve into the mechanism of seizures. 
Funds to provide these men with the equip- 
ment they need. For this much is certain— be it ^ 
a long time or be it short, investigation and re- 
search will some day reveal the mechanism 
that permits such seizures to occur. 



Disabilities Resulting from Compression 
Fractures of the Spine 
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I T IS common belief among surgeons tliat in 
simple compression and comminution frac- 
tures of the spine without cord damage the 
solution of the problem of disability rests with 
the reduction and consolidation of the fracture. 
This opinion has been gaining ground rapidly 
with the introduction of the hyperextension 
treatment. It actually goes back to Taylor, who, 
in 1900, corrected his cases in supine position, 
hoisting the spine up by means of his “kypho- 
tone,” which was placed at the site of the frac- 
ture. Having been practiced by Pierre Mallet in 
France and Boehler in Germany, the method 
has found its most outstanding advocates in 
Watson-Jones in England, in Davis and Dunlap 
in this country, and in Bado in Uruguay, each 
of whom added their own modifications to 
the technic. The superiority of this newer hy- 
perextension method need not be emphasized. 
Indeed, in recent fractures of the dorsolumbar 
or lumbar region, this method should always 
make possible the correction of the wedging 
of simple compression fractures. 

O’Donahue, remarking that of all fractures 
of the spine, including lamina, spinous, and 
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articular processes, etc., only 19 per cent are 
pure compression fracture without cord dam- 
age, found tliat in 50 cases not treated by hyper- 
extension methods the average true disability 
was eleven months and that 28 per cent of the 
cases were found to have jiersistence of symp- 
toms with permanent disabilities extending for 
two years or more; he found that, on the other 
hantl, in 28 cases treated by hyperextension the 
average disability was only five and one-half 
months. Watson-Jones states that in fractures 
of the dorsolumbar spine both compression and 
comminution type, treated by hyperextension 
methods, 80 per cent will resume their pre- 
accidental work and the average incapacity will 
be ten months for heavy workers and seven 
months for light workers. 

Bado airplies the hyperextension treatment 
in .supine position and in two steps under head 
traction followed by cast. According to him, 
the average disability in lumbar compression 
fractures is five to eight months with a maxi- 
mum of eight to ten months; in dorsal compres- 
sion fractures treated in the same manner, it is 
four and one-half to five months; and in cervi- 
cal fractures similarly treated but using the 
Crutchfield clamp it was six to ten months. 

Tlie [irinciple of reduction by hyperexfension 
is simple enough, but to evaluate the effect of 


261 



262 


POSTGRADUATE MEDICINE 


such hyperextension we must not only make a 
distinction between several types o£ vertebral 
injuries which are commonly designated as 
compression fractures, but we must also con- 
sider injuries to other than the bony structures 
because they are important factors for the per- 
sistence of late complaints and protracted dis- 
ability. Watson-Jones distinguishes between 
the pure compression and the comminution or 
crush fractures (From Watson-Jones, Journal 
of Bone and Joint Surgery, 1938, p. 567). 

In simple compression fracture the disk 
above and below the wedge-shaped vertebra 
is intact; in die comminuted fracture it' is often 
ruptured or destroyed. The great majority of 
patients with simple compression fractures 
treated by hyperextension methods recovered 
without permanent symptoms, whereas in those 
with comminuted fractures complete recovery 
is much less frequently the case. There are sev- 
eral reasons for this. For one thing, the disk is 
often thinned out, and the intervertebral artic- 
ulation is contused or fractured, encroaching 
upon the foramina. This fracture is to be 
treated by the same hyperextension method as 
is the simple compression fracture, but it is 


CiHirtcsy, "The Journal of Ilonc am! Joint Surgery” 

Figure I. The three varieties of flexion fracture 
of vertebral bodies: (left) simple wedge fracture due 
to vertical compression; (center) comminuted frac- 
ture due to acute flexion angulation; (right) , frac- 
ture-dislocation due to flexion with traversing 
momentum. 
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slow in consolidating and it demands at least 
six months of immobilization. It is particularly 
in such cases diat late and indirect sequelae, 
such as arthritis, intercostal neuralgias, etc., are 
observed. 

SEQUELAE 

It falls to the lot of the ordiopedist to see 
cases of compression fractures, after a more or 
less extended time interval, for residual and 
persistent complaints which under ordinary ex- 
pectations should have disappeared at this time. 
Thus, the total overall picture of the damage — 
skeletal, muscular, ligamentous — presents itself 
to him, calling for analysis of the pathomechan- 
ical background of die injury. 

In the compression fracture the anterior por- 
tion of the vertebra gives way and is crushed 
by the vertebra above. So long as the intervete- 
bral disk is intact, it functions as the fulcrum. 
When it is crushed, the articular facets spread 
apart and subluxate or even dislocate. As this 
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occurs certain ligamentous structures become 
strained or torn; in sequence, these structures 
are: supra- and intraspinous ligaments, liga- 
mentes, flava, capsular reinforcements, inter- 
transversarii, the posterior longitudinal liga- 
ment, and finally, the posterior portions of the 
disk. Avulsions of the spinous processes may 
occur, and Key and Convvell present a case of 
actual splitting of the spinous processes due to 
tension of the supra- and intraspinous ligament. 

In contrast, in the comminuted fracture the 
vertebra is flattened from above. It spreads out 
forward, backward, and sideways; and the ef- 
fect is not so much the damage to the ligaments 
as that to the disk and the impaction of the 
intervertebral articulation. 


A ll these secondary complications to the 
compression 'or comminution fracture of 
the vertebral body are responsible for the late 
sequelae to the injury. They are by no means 
always eliminated by skillful correction of the 
deformity, though it must he admitted 'that 
they occur much more rarely since the intro- 
duction of the hypere.vtcnsion methods. One 
may well ask, “Why do sequelae occur at all 
if the primary treatment is adequate to take 
care of all injured structures, skeletal as well as 
ligamentous and muscukr?” 

For one thing, the primary fracture may be 
overlooked. We must remember that the diag- 
nosis still depends largely upon the history: 
hyperflexion followed by localized pain in the 
back and pressure tenderness, with or without 
signs of radiation. The clinical picture may be 
dominated by indirect effects of the fracture. 
Navarre, for instance, called attention to frac- 
ture or dislocation of the sternum complicat- 
ing fractures of the dorsal spine, and recently 
flado described persistent and spontaneous 
sternal pain at Louis’ angle with subluxation of 
the manubrium. 

Another instance where fracture is often 
overlooked is in the osteoporotic spine. The in- 
jury here may be so trivial that no fracture is 
suspected. A slight jar or a ride over a bumpy 
road in an automobile may be sufficient. 


af.3 

Finally, sequelae occur when the reduction 
is incomplete, or when no reduction attempt 
has Iteen made, or when retention of correction 
has failed because of inadequate plaster fixa- 
tion. 

What then is the nature of this secondary 
tissue damage and what part do its several 
components have in producing persistent com- 
plaints ? 

The deformity — It in itself is not disturbing 
because the gibbus is moderate. Nevertheless, 
patients complain of persisting pain even years 
after die injury. The reason for this may be 
threefold : 

1. The disalignment itself produces unfavor- 
able mechanical conditions for the hack mus- 
cles and causes static fatigue and backache from 
muscular strain. 

2. It is responsible for strain on the interver- 
tebral articulations as they tend to separate or 
to impact. 

3. The consolidation of the compressed ver- 
tebra is not always complete. The callus remains 
soft for a considerable time. In comminuted 
fractures where the disk is destroyed, fusion of 
the adjacent vertebra may develop; but this is 
not so in mild compression fractures where the 
disk is iireserved. Thus it happens that severe 
comminution fractures healing by fusion may 
leave no symjitoms, whereas mild compression 
fractures which are not fused may give sequelae 
for years. 

Nonunion of fragments frequently causes 
pain. Bony spurs and bridges arc usually seen 
in unretluced or poorly reduced fractures. 

Intervertebral impaction and injuries to the 
articulations — With the compression of the 
vertebral bodies, the fragments may become 
impacted so that it is difficult to force them 
loose and to restore the normal height. The 
articulations arc contused anti smashed, and 
may become fused. There is, in addition, a 
variable amount of damage to the disk, and its 
disintegration results in the narrowing of the 
intervertebral foramina and in radiculitis with 
radiating p.ain. 

Isolated fractures of the intervertebral disk 
are reported by Arcangeli with lateral protru- 
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sioiij and diere is also tlie case of’T. Kocher 
authenticated by autopsy and described as early 
as 1896. Thus, although slight narrowing of 
the disk apparently does not cause persistent 
pain, marked narrowing due to distintegration 
may well do so because of tlie effect it must 
have upon tlie patency of die intervertebral 
foramina. The so-called meralgia paresthetica 
in trauma of the lumbar vertebra is due to de- 
strucdon and compression of the disk, widi 
narrowing of the intervertebral foramina. Ac- 
cording to Watson-Jones, after reducdon die 
intervertebral disk was found normal in 80 per 
cent of the cases. 


A WORD may be said about so-called Kiim- 
mell’s disease or posttraumatic necrosis. 
This condition actually was first reported by 
Verneuil in 1892 and later was described by 
Kiimmell in 1894. It is supposed to be a ratify- 
ing osteitis due to vasomotor disturbances, 
which results in die breaking-down of the ver- 
tebral body long after the injury and in the 
formation of a kyphotic deformity. The char- 
acteristic feature is the period of latency be- 
tween injury and deformity. The pathogenesis 
is still under controversy, but most authors 
now believe that there are minute fractures 
produced by die original trauma, and often a 
slight fracture, if untreated, may proceed to 
definite, painful kyphosis. 

However, Gorsch in 1921, reported four cases 
in which the initial x-ray picture was found 
negative but in which later x-rays showed defi- 
nite bony changes. This much is clear — com- 
pression fractures of the vertebral bodies that 
have no cord lesions often remain undiagnosed. 

The intervertebral impaction is often seen in 
cases of osteoporosis, and it is remarkable how 
little impairment there often is to the ligamen- 
tous and otiier soft structures and how few are 
die permanent sequelae even in the face of 
multiple involvement of spinal vertebrae. 

The secondary arthritis — Of all the possible 
sequelae of compression fractures, secondary 
ardiritis is die most controversial point. Does 
the arthritis result from injury, is it aggravated 


by it, or do die clinical and x-ray signs indicate 
that the degenerative arthritis of the spine de- 
veloped independently of die injury ? The rela- 
tion of trauma to arthritis must be judged, first, 
by the adequacy of the injury; second, by elimi- 
nating such soft-tissue injuries as may simulate 
arthritis; third, by strict localization of die 
arthritis at die site or neighborhood of trauma; 
and, fourth, by the so-called “bridge symp- 
toms,” which means unbroken continuity of 
complaints from the time of injury, though sub- 
ject to the usual fluctuations which characterize 
arthritis. Localized spondylitic changes in the 
x-ray picture are found probably in as much as 
75 per cent of die fracture cases. 

If die arthritis exists before the trauma, it is 
very likely diat it becomes aggravated by it. 
How can we tell that it is a posttraumatic ag- 
gravation and, if so, how long should it last? 
Above all, it is the history which must answer 
this question. Any sudden and immediate in- 
crease of symptoms may be safely taken as due 
to trauma, and may be credited to it just as 
long as one would expect the natural repair of 
the trauma to require, considering the age and 
constitution of die patient, and provided that 
adequate treatment has been given, since with- 
out adequate treatment there 'may be no repair 
at all. 

One should not rely too much upon die x-ray 
picture. Previously existing arthritic changes, 
such as spurs and bridges, may be entirely 
asymptomatic, and the superimposed aggrava- 
tion is likely not to be represented by any x-ray 
evidence whatsoever. The exacerbations are 
caused by strains and ruptures of inelastic and 
often calcified ligaments and capsular reinforce- 
ments, and they are much better evidenced by 
symptoms of radiation and spasms dian any- 
thing that can be seen in the roentgenogram. 
The x-ray does not indicate duration or inten- 
sity of die subjective symptoms or die degree 
of disability. 

When the ardiritis deformans has reached 
the stage of ankylosis, it is unlikely that it can 
be aggravated by injury, since the ankylosis 
represents a definite, permanent, quiescent stage. 

Bone bridges at the fracture- site do not nec- 
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essarily mean hypertrophic arthritis. They arc- 
found in compression fractures oftcner than in 
comminution (Watson- Jones). O'Donahue 
never found tliem in fractures successfully re- 
duced by hyperextension treatment. 

W HILE we are on the subject we should also 
mention tlie strains of the costovertebral 
articulation as sequelae to fractures of the 
bodies of the dorsal vertebra. It is obvious that 
deformity resulting from the vertebral wedging 
must have its full effect upon the thorax. 

Goldtwaite pointed out that as the chest sags 
and the head and shoulder are drooping for- 
ward a strain develops in the costotransverse 
articulations caused by a longitudinal twist of 
the ribs. From the upper ribs this strain may be 
thus transmitted to the sternocostal articulation. 
According to Brown, such strains vary with the 
anatomic type. In the slender type, where the 
facets sit at the anterior aspect of the transverse 
process, the downward slant occurs more easily 
than it does in the stocky type, where the costo- 
transverse facets are placed nearer to the supe- 
rior aspect of the process. When one sees how 
close the intercostal nerve lies and how taut die 
ligament and capsule of the costotransverse 
joint become svith the drooping of the ribs, it 
is easy to understand that signs of strain of the 
nerve may develop, and, according to Garnett, 
many obscure dioracic and abdominal symp- 
toms can be explained in this manner. 

Persistent muscular and ligamentous strains 
—The greatest single factor to cause persistent 
pain in fractures of the spine arc the strains and 
stresses of the ligamentous apparatus, especially 
the short articular, the intraspinous, intertrans- 
verse ligaments, and those of the extensor ap- 
paratus of the back, which includes the long 
sacrospinalis as well as the short and deeper 
layers of interspinosi, intertransversarii, and 
levatores costarum. 

We remember that flexion occurs in a trans- 
verse axis going through the midpoint of the 
body of the lower vertebra close to the over- 
lying disk. This range is normally from verte- 
bra to vertebra; it is 7 degrees between the 


eleventh and twelfth dorsal, 6 degrees between 
the twelfth dorsal and first lumbar, and about 
6 degrees between the first and second lumbar, 
according to Virchow. One may imagine what 
happens to the capsular reinforcements when 
a crushing injury causes enforced flexion of 20 
or even 30 degrees. 

The intraspinous ligaments and the liga- 
menta flava are still farther peripherally from 
the center of motion and therefore are under 
still greater strain on forced flexion. This strain 
manifests itself in deep-.scated pain and tender- 
ness associated with marked muscle spasm. It 
may cause the disability to be protracted over a 
year or more. 

The disk itself suffers mainly from longitu- 
dinal compression, but there must also be a 
shearing effect, and the higher the vertebral 
junction the more must forced forward flexion 
be accompanied by shear, as die articular 
facets lose full contact and begin to spread 
apart. 

As far as muscles are concerned, their strain 
in compression fractures can not be strictly dif- 
ferentiated from that of the ligaments. It would 
hardly be conceivable that a sharp forward 
flexion could occur without tearing some mus- 
cles, especially the deeper muscle layers. We 
call this traumatic myositis. In determining the 
relationship of myositis, the continuity of symp- 
toms must be our guide just as it is in traumatic 
arthritis. An arthritis or myositis which is 
merely coincidental is likely to show a free in- 
terval. Muscular or articular damage which is 
an essential part of the fracture injury brings 
forth immediate, continuous, and, in case of 
neglect, increasing complaints from the time 
of the accident. 


SPECIAL PAIN PATTFJtNS 

The outstanding clinical feature of the per- 
sistent disability is pain — spontaneous pain, 
pain on motion, pain on pressure, local pain, 
radiating pain, and reflex pain. Others are para- 
csthesias and muscular rigidity. At first glance, 
the pain manifestations are rather complex and 
the picture is confusing; closer study, however, 
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reveals that the pain appears in patterns, which 
differ according to localization and to the na- 
ture of the injury. 

Cervical— Tl-ns type of pain reveals a tliree- 
fold pattern. 

I. Compression fracture of tlie upper cervical 
vertebrae are likely to involve the greater occipi- 
tal nerve through injury to muscles and lip- 
ments in the triangle between the rectus capitis 
posterior major and tlie obliquus capitas supe- 
rior and inferior. This produces local tender- 
ness at this triangle and radiation upward 
along the occipital bones to the top of the head 


. Figure 3. (A) Remote radiations. Fractures of the 
dorsal spine. (1) Pain radiated to arms and hand in 
fractures Dl; (2) pain radiated to cervical spine, 
arms and hand in fractures D9; (3) pain radiated to 
thigh fractures D12. (B) Local and intercostal pain 
in fractures of the dorsal spine. (1) Intercostal pain 
to both shoulders in fractures D9; (2) pain to both 
shoulders in fractures D4; (3) mid-dorsal pain in 
fractures D8, D9, DlO, Dl2; (4) lumbosacral, sac- 
roiliac pain in fractures Dl2; (J) local and inter- 
costal pain in fractures D7, D8, D9, DlO. 




Figure 2. Local and radiating pain. Fractures of 
the cervical spine. (1) Occipital pain in fractures 
C4-5; (2) interscapular pain in fractures C6-7; (3) 
trapezius pain in fractures C7; (4) pain radiated to 
jaws in fractures C5-6; (5) pain radiated to base of 
skull in fractures C5; (6) occipitofrontal pain in 
fractures C3-6; (7) pain radiated to arm and fingers 
in fractures C6-7. 


and even forward to the frontal bone. There is 
definite rigidity of the deep posterior neck 
muscles. 

2. Compression of the midcervical vertebrae 
3 to 5, injuring ligamentous structures around 


the respective intervertebral foramina, may 
cause radiation along the superficial cervical 
plexus with its branches : articular, cervical, and 
clavicular. 

3. Compression of the lower cervical, par- 
ticularly 5 to 7, with injury to the soft struc- 
tures around die foramina, will cause radiation 
along the brachial plexus and most often along 
the median nerve (paraesthesia of the second 
and third finger). 

Dorsal — Local tenderness often persists, espe- 
cially at the rhomboid region in crush fractures 
of the upper dorsal spine, due to unhealed in- 
juries of the deeper back muscles and the liga- 
ments in this region. 
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Figure 4. (C) Trunk radiations in fractures of the 
lumbar spine. (1) Girdle radiations in fractures L3, 
L4; (2) pain radiation to groin in fractures L2. (D) 
Local pain in fractures of lumbar spine. (1) Pain 
upon spinal processes in fractures DI2, L3; (2) pain 
upon dorsolumbar region in fractures LI; (3) pain 
over lumbar spine in fractures L3, L4; (4) pain over 
sacroiliac region in fractures Ll2. 


Radiation along the intercostal nerves is fre- 
quent and persistent. Tenderness lateral to the 
spinous processes occurs in strain and injuries 
of the deep short muscles and to the costover- 
tebral articulation and their ligaments. 

Dorsolumbar jiwctioii — The encroachment 
of the intervertebral foramina in crush frac- 
tures of this region often produces radiation 
tdong the ilio-inguinal, iliohypograstric, and 
the external cutaneous nerves. The kyphosis 
which develops from poorly reduced crush in- 
juries of the lumbodorsal junction undoubtedly 
has, by virtue of the compensatory lordo.sis, a 
static effect upon the muscles of the lumbar 
spine. Many patients persist in complaining of 
pain in the sacrolumbar and sacroiliac region, 
though the fracture site is the twelfth tlorsal 
or first lumbar. 

Lower lumbar spine — In this area the most 


Figure J. (E) Unilateral radiations in fractures 
of the lumbar spine. (1) Pain radiated to one leg in 
fractures L3; (2) pain radiated to one tbigb in frac- 
tures L2, L3. (F) Bilateral radiations in fractures 
of the lumbar spine. ( I ) Pain along both legs in 
fractures L2; (2) pain radiated to both thighs in 
fractures LI. 


common mdiation is along the sciatic nerve. 
We believe it occurs only rarely by direct en- 
croachment of the intervertebral foramen. 
More often it is caused by coincidental destruc- 
tion of the intervertebral disk and occasionally 
it may be a pure reflex phenomenon connected 
with injuries to the sacrospinalis or to the deep- 
er back muscles or to the adjoining ligaments. 


T he conclusion derived from these observa- 
tions on late, painful sequelae to the sim- 
ple or comminuted fractures of vertebral bodies 
without cord injuries arc simple and easily 
stated. There is, as you sec, more to these frac- 
tures than meets die eye through the radio- 
graphic film. All such injuries must necessarily 
he associated with injuries to the soft structures, 
and, as in all skelct.al injuries, the que.stion 
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arises again: Are the measures these soft-part 
injuries demand, fully and adequately met by 
the treatment given to the skeleton, or do these 
soft-part injuries require special consideration 
over and above the skeletal treatment? 

There is no doubt that reduction by hyper- 
extension treatment of the fracture and ade- 
quate immobilization will take care of a good 
share of the muscular, ligamentous, and cap- 
sular injuries and will minimize tlie frequency 
of protracted and persistent complaints. Un- 
fortunately, however, the majority of cases of 
crush fracture of the spine seen by the ortho- 
pedist show deformity due to failure of reduc- 
tion. But eyen if reduced properly, the muscles 
necessarily become atrophic during the long 
period of immobilization; in this stage they are 
very susceptible to occupational and to static 
strains and thus keep up a continuous chain of 
subjective complaints. You will possibly recall 
that in recognition of this fact Magnus many 
years ago instituted his method of recumbent 
treatment with massage and exercises and with- 
out further immobilization. We should not ad- 
vocate going as far as that. Yet, the principle 
of muscle development and exercise treatment 
is finding more and more acceptance among 
surgeons. Watson- Jones, for instance, advises 
exercises for spinal and abdominal muscles 
regularly for five minutes every hour of the 
day. After the cast is removed, which follows 
four months in compression fracture and after 
six montlis in comminution fracture, exercises 
are continued until normal muscle power is 
regained. 

There will still remain some cases in which 
pain persists because the sustaining ligaments 
remain relaxed or because it is impossible to 
overcome the reactive spasm of the muscles and 
to restore them to normal power and endur- 
ance. For tliis minority of cases the fusion op- 
eration will probably be the only solution. In 
general, such operative interference is indicated 
for: (i) cases with persistent pain after months 
or years which resist all conservative treatment; 
(2) cases which are relieved only at rest and in 
which the pain returns on any kind of activity; 
and (3) younger patients who are relieved by 


rest and who, by wearing braces, are sufficient- 
ly relieved to carry on a reasonable amount of 
work, but in whom pain persistently occurs 
when the support is discarded. 


CASE REPORTS 

A. Without radiation. S. M., 17 years old, 
had an accident in September 1939, resulting 
in a fracture of first lumbar. There was no re- 
duction. The patient was first seen in October 
1939, and complained of pain in F, the lumbar 
spine and a gradually progressive list to the left 
with limitation of motion of the spine in all di- 
rections. The patient was treated by head and 
pelvic traction on curved frame for two months. 
Later a body cast was applied and worn for 
two months, followed by a corset. In Septem- 
ber 1940, the patient still complained of pain 



Figure 6. Local pain in fractures of the lumbar 
spine. 


in F, tire region between twelfth dorsal and 
third lumbar. Spinal fusion was performed. Re- 
sult was complete relief of pain. Patient was last 
seen in September 1941. 
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Figure 7. Fain radiation in fracture of the dorsal 
spine. 


B. With radiation. D. I., 37 years old, had an 
accident in 1936, resulting in a fracture of F, 
the ninth dorsal. There was no reduction. She 
was first seen in 1937, complaining of back 
pain, aggravated by motion; she had no pain in 
the morning. The case was treated conservative- 
ly with only partial relief. In 1940 she started to 
complain of pain in dorsal spine radiating 
around both sides of F, abdomen to the um- 
bilical region. She was put on bed rest without 
relief. Alcohol injection of the roots of the 
eighth, ninth, and tenth dorsals was performed, 
and following it she had comjilete relief of 
pain. This injection was repeated two months 
later because the symptoms reappeared. Later 
on, pain reapjieared, and a chordotomy was 
performed. Results were inability to move toes, 
ami involuntary bowels and bladder. 

The third patient, 68 years oltl, had a trauma 
in 1932; there was no reduction. The patient 
was first seen in September 1936, complaining 
of pain in the lower back and coccy.x, with radi- 


Figure 8. Pain radiation in fracture of the lum- 
bar spine. 


ation to the posterior surface of the leg. The 
treatment used was physiotherapy and corset, 
which resulted in complete relief of pain. Pa- 
tient was last seen in June 1941, five years later. 


SUM.MARV 

1. Late and persistent painful sequelae are 
ever present in unreduced or poorly reduced 
compression fractures. 

2. Complete reduction by hyperextension 
treatment greatly reduces, but docs not entire- 
ly eliminate, incidence of persistent pain. 

3. Fusion in cases without radiation, which 
resist conservative treatment, almost always 
gives relief. 

4. Fusion in cases with radiation, which re- 
sist conservative treatment including recum- 
bency, may not give relief if the radiation is 
due to herniation of the disk, or to nerve com- 
pression in the intervertebral foramina, 

5. These cases need special surgical measures. 
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f — STATUS of the ulcer problem is always 

I worthy of review. There are many hy- 

JL potheses as to the cause of ulcer but they 
are still, in the main, hypotheses. It is generally 
recognized, however, that acid is the most com- 
mon factor associated with ulcer and recogni- 
tion of this factor is largely the basis for the 
management of ulcer. Indications for choice 
of management, nevertheless, are still debatable 
because of the many factors which influence 
the results of treatment, and, although general 
principles may be set down, details of manage- 
ment vary with the lesion and with the indi- 
vidual patient. The evidence that management 
of ulcer is still a debatable subject is in the con- 
tinued suggestion of new procedures, both 
medical and surgical, as well as in the revival 
of old and more or less discarded forms of 
treatment. There is also evidence that the dis- 
ease itself is changing in its manifestations. It 
is for all these reasons that the subject is always 
a timely one. 

Peptic ulcer is particularly important at pres- 
ent, since all disorders of digestion, whether of 
organic origin or not, assumed increasing sig- 
nificance during, the war, and, in this postwar 
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period, probably will present to the medical 
profession problems which never before have 
been encountered in such degree. The evidence 
forthcoming thus far from our own armed 
forces and from those of other countries bears 
out the experience of the previous war that, in 
periods of national stress and strain, those con- 
ditions of which stress and strain are assumed 
to be directly or indirectly causative will ap- 
pear in much greater incidence. Estimates in 
the armed services indicated that approximately 
50 per cent of cases of dyspepsia were due to 
ulcer. Nevertheless, there may have been no 
actual increase in incidence of the disease as 
the result of war; possibly, the war merely 
drew attention to the fact that peptic ulcer and 
gastritis are of more common occurrence than 
was supposed. The army did not lose many 
useful men because of gastric disabilities. 

The following interesting data were reported 
from the British Medical Services: In a follow- 
up study of 103 cases of perforated peptic ulcer 
in which operation had been performed at a 
Royal Naval Hospital between 1924 and 1934) 
44 per cent of the patients were still on active 
duty in the Royal Navy in 1944. The interest- 
ing comment was made, moreover, that the 
higher the rank, the more likely the patient is 
to be able to carry on. It was also stated that 
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iieitlicr length of liistory nor criteria for diag- 
nosis offer any guidance as to whether the pa- 
tient can withstand service life. The figures 
coining from the medical services of the vari- 
ous countries engaged in World War II arc 
rather difficult to evaluate. In an article in the 
Canadian Medical Association Journal it is 
stated that the total incidence of gastric ulcer 
among casualties in the Red Army was 17 to 
18 per cent. The interesting recommendation 
has been made that sufferers from functional 
dyspepsia should be kept on duty. 


I N the diagnosis of peptic ulcer, great ad- 
vances have been made through increased 
knowledge of the clinical manifestations of 
ulcer and through increasingly accurate use of 
roentgenology and gastroscopy. There are, 
however, and always will be, difficulties in in- 
terpreting dyspepsia and the relationship of 
ulcer to it. In typical cases of peptic ulcer, the 
diagnosis will be clear both from the history 
and from the roentgenologic report, but it is 
important to avoid tlie danger of focusing at- 
tention on the ulcer and overlooking other 
pathologic processes which might be of even 
greater importance. The diagnosis of gastric 
ulcer is seldom difficult. The only problem is 
whether or not the ulcer is malignant. 

In contrast to the cases in which the condi- 
tion is readily recognized, there are still many 
cases which present problems for' the practi- 
tioner. First to be considered are those cases in 
which there is a good history of ulcer, but re- 
peated roentgenologic and gastroscopic exam- 
ination does not disclose the lesion. However, 
when a history appears typical to those with 
experience in this field, it is rare for ulcer not 
to be found if the patient comes to operation. 
Ulcers which cannot be identified arc usually 
on the posterior wall of the duodenum, and 
deformity has not occurred or, if it has occur- 
red, it has not produced any indirect signs 
which can be recognized in the roentgenoscopic 
cxarain.ation. 

The second imiiortant group includes those 
cases in which the symptoms may .suggest ulcer 
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but the continuity of symptoms is more sug- 
gestive of pylorospasm. It is in this group of 
cases that it is important, although difficult, to 
determine whether or not an ulcer exists in ad- 
dition to spasm. There arc, of course, many 
combinations of these atypical findings. One 
of the most important points, the reverse of 
which I already have mentioned, is that other 
lesions may mask the presence of the ulcer and 
give rise to a wrong interpretation of the 
symptoms. 

Recently, 1 saw a patient whose major com- 
plaint was a sense of pressure in the upper part 
of the abdomen and lower part of the thorax, 
together with regurgitation of food. Examina- 
tion el-sewhcrc had disclosed a large diverticu- 
lum in the lower third of the esophagus. The 
development of the history was so completely 
directed towards its relationshin to the divertic- 
ulum that a typical history of duodenal ulcer 
was more or less obscured. In further examina- 
tion of the patient, a large duodenal ulcer was 
identified together with marked edema of the 
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pylorus and moderate pyloric obstruction. The 
diverticulum had been of such size and tlie 
patient’s distress so marked that surgical re- 
moval of the diverticulum was contemplated. 
Indications, however, were completely changed 
when it was learned that many of the patient’s 
symptoms were, in all probability, due to tlie 
ulcer. Then he was advised to go on an ulcer 
regimen, and the hope was expressed that, by 
dietar}' management, he might be able to con- 
trol his symptoms to such a degree tliat opera- 
tion for the esophageal diverticulum might be 
unnecessary and the possible serious outcome 
of such an operation, both immediate and sub- 
sequent, might be avoided. 

T he general indications for treatment of 
ulcer are rather well established. The fol- 
lowing principles are generally accepted; 

I. All patients who have duodenal ulcers in 
their early stages are considered amenable to 
nonsurgical management. I always have felt, 
however, that some surgical procedure might 
be developed for dealing with those ulcers 
which have become established even dtough, 
from a pathologic standpoint, they are only 
in their early stages. 

2. It is said that nonsurgical management 
should be employed for cases of duodenal 
ulcers in which the symptoms are mild, recur- 
rence is rather infrequent, and fairly good con- 
trol by nonsurgical measures is attainable. 

3. Certain small gastric lesions which can be 
carefully obser\'ed roentgenologically and, if 
necessary, gastroscopically are considered amen- 
able to nonsurgical management. In fact, how- 
ever, tills type of management should not be 
employed in such cases since it is rather dan- 
gerous. Even complete healing of a small gas- 
tric lesion does not eliminate the possibility 
that the lesion harbors malignant cells. 

In contrast to the indications for nonsurgical 
treatment, the indications for surgical care in 
the first group of cases are, in general, uncon- 
trollable symptoms regardless of the time the 
ulcer has existed. A second group of cases in 
which surgical operation can be considered are 


those in which the patients are unwilling to 
continue widi strict nonsurgical management 
and prefer to undergo operation. This prefer- 
ence, of course, should not be given considera- 
tion unless the patient has had tire ulcer long 
enough for it to be classified as a chronic lesion. 
As has been said, the patient may request op- 
eration ratlier than face certain minor adjust- 
ments. As long as this mental attitude remains, 
any treatment is doomed to failure. A diird 
group of cases in which surgical measures are 
desirable is composed of tlrose in which the cir- 
cumstances of the patients make it extremely 
difficult for them to follow a regimen which 
will keep the ulcer under control. In a fourth 
group of cases, tlie indications for surgical op- 
eration are the complications . which may be 
associated with the ulcer. 

In connection with complications, one of the 
most interesting problems, which is still un- 
solved, is the significance of gastritis in associa- 
tion with ulcer. There is growing evidence 
that gastritis and duodenitis play quite promi- 
nent parts as precursors to ulcer, as factors in 
its recurrence, and as elements which influence 
the results of management. Experimental and 
clinical work bear out this assertion, but more 
knowledge is required to establish the relation- 
ships diat have just been mentioned. Many ob- 
servers believe diat chronic gastritis is not only 
the background of peptic ulcer but also of 
pernicious anemia and carcinoma. But since 
duodenal ulcer, particularly in young people, 
may be associated with perfectly normal gastric 
mucosa, it would seem more logical to think 
that gastritis is secondary to ulcer. In the armed 
forces it is important to differentiate between 
so-called psychoneurosis associated with dyspep- 
sia and chronic gastritis. 

In cases of ulcer associated with hemorrhage 
the indications for surgical treatment are per- 
haps somewhat changed. It is accepted, of 
course, that it is safer for the patient who has 
repeated hemorrhages from an ulcer to under-, 
go operation dian to risk the results of further 
hemorrhages. The attitude of the medical pro- 
fession towards the management of acute hem- 
orrhages is gradually changing. It formerly 
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was accepted that, in the presence of acute, 
massive hemorrhage, a higher percentage of 
recoveries would follow nonsurgical manage- 
ment dian surgical management, and much 
work has been done in an attempt to determine 
when operation would give a greater chance 
of recovery than would be given by nonsurgical 
management. Until recently most surgeons, I 
believe, felt that, although some patients would 
succumb to hemorrhage from a large eroded 
vessel, the difficulty of determining which case 
would terminate fatally, if operation was not 
performed, was too great to justify any surgical 
interference. 

P RESENT advances in surgical management 
of ulcer, however, particularly with re- 
spect to the use of blood and blood substitutes 
in cases of massive hemorrhage and shock, 
would seem to indicate that radical surgical 
measures and replacement of blood could be 
carried out without prohibitive mortality in 
cases in which bleeding is obviously continu- 
ing. Such management, of course, is more clear- 
ly indicated if patients are beyond middle life 
than if they are younger, for it has been shown 
that the mortality rate of gastric hemorrhage 
from ulcer is chiefly in this older group. 

A word about acute perforation of ulcer: 
Expertness in diagnosis, skill in technic of gas- 
tric operations, and the use of chemotherapy 
have helped to further an ideal in the manage- 
ment of acute perforation. That ideal can be 
expressed as follows: Not only should surgical 
measures save the life of the patient but they 
should give the highest measure of protection 
against recurrence of the ulcer and of another 
perforation. Also, more radical procedures for 
acute perforation than simple closure should 
not be carried out unless they can be done as 
cx))editiously as the practice of modern surgery 
makes possible. 

I shall now return to some of the major prin- 
ciples in the management of ulcer. The success 
of nonsurgical treatment is in direct propor- 
tion to the patient’s understanding of the dis- 
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ease, and it is therefore essential that the full 
and continued cooperation of the patient be 
obtained. “Unfortunately, the characteristics of 
restlessness and irritability which play such an 
important part in the development of the ulcer 
make it difficult for the patient to cooperate 
with respect to treatment. However, he must 
be made to understand that there is for him no 
easy road to health and that his cooperation 
must extend over a period of years rather than 
days and during long intervals when he is 
asymptomatic and when he thinks his ulcer 
has been cured. Too often the ulcer patient’s 
perennial optimism is a most serious pitfall; 
he is ready to follow a treatment program 
when suffering pain, but it is almost impossible 
to get him to maintain adequate precautionary 
measures when he is comfortable.’’* It is for 
this reason that hospitalization is so essential, 
for, in a few days in the hospital, a physician 
can usually convince the patient that there arc 
factors in the causation of ulcer over which the 
patient himself has control and that, in the long 
run, success will depend largely on how con- 
scientiously he adopts simple rules as a part of 
his routine of living. 

Concerning cases in which surgical manage- 
ment is indicated, certain general principles 
might be pointed out. Of these, the cardinal 
principle to be followed — and this applies also 
to nonsurgical management — is that the objec- 
tive is to modify gastric physiologic processes. 
To what degree they should be modified, how- 
ever, is still to be settled. In gastric ulcer the 
problem is simple, because one of the require- 
ments of operation is that the ulcer should be 
removed and the operation of excision and gas- 
troenterostomy usually gives satisfactory results, 
both because symptoms are relieved and be- 
cause jejunal ulcer is an extremely rare .sequel. 
Partial gastrectomy, however, has become the 
operation of choice. It is interesting to note, in 
this connection, that extensive gastric resection 
for gastric ulcer is not emphasized as a protec- 
tion against recurrence of the ulcer; this is fur- 
ther proof that the liability to recurrence after 

*MnrI(Kk. C. The present status of the treatment of 
iinasmpitcaicd thiotlenal ulcer. Proc. Staff Sfeet., Mavr> CUn. 
I«>t449, 1944. 
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any operation for gastric ulcer in which the 
jejunum is united to the stomach is minimal. 

I T IS concerning duodenal u^cer that much 
discussion continues as to die best surgical 
procedure. One of the most interesting chap- 
ters in the history of surgery has been the one 
which might well be entitled “From Pyloro- 
plasty to Gastrectomy.” The great number of 
operations and combinations of operations that 
have been employed have the same purpose, 
namely, to reduce the motor, sensory, and se- 
cretory mechanism of the stomach to a point at 
which ulceration will not recur. The ideal sur- 
gical treatment of duodenal ulcer, dierefore, 
might be expected to be derived from applica- 
tion of those procedures which in the past have 
given excellent results in certain groups of 
cases. The difficulties of decision, however, 
have been great because of uncertainty as to the 
degree of ulcer diathesis presented by different 
patients. In some cases, simple pyloroplasty 
would give permanent and splendid results, 
whereas, in other cases, the same operation, 
under apparently the same conditions, would 
be followed by recurrence of ulceration. For 
this reason, many other procedures designed to 
control hyperactive gastric function have been 
abandoned in favor of partial gastrectomy. To 
give no consideration to any other surgical 
management would be a questionable course, 
however, for two important reasons; (i) These 
other procedures will, in certain cases, give ex- 
cellent and permanent results; (2) as yet, the 
late results of extensive partial gastrectomy per- 
formed on young persons is unknown. 


Finally, anodier word about recurring ulcer: 
This lesion may occur after any type of opera- 
tion, and it has now been proved that partial 
gastrectomy does not by any means guarantee 
that an ulcer may not develop. As a matter of 
fact, in institutions wherein partial gastrectomy 
has been performed in the greatest number of 
cases, relatively recent reports show that ulcer 
has recurred in more than 9 per cent of cases. 
This illustrates a principle; namely, when ul- 
cers recur, there exists in the affected patient 
a particular tendency to tlieir recurrence, and 
the circumstances necessitate a more radical 
change in gastric physiologic processes than has 
been brought about by the operation per- 
formed. When this marked liability to recur- 
rence is encountered and the jejunum is quite 
obviously expressly vulnerable to gastric juice, 
an operation which will restore direct conti- 
nuity of the stomach and duodenum has an 
advantage in principle. This is particularly true 
if repeated gastric resections have been done 
for recurring ulcer. In such cases, it is well to 
disconnect permanently the jejunum and the 
segment of remaining stomach and to unite 
tliis segment and the duodenum. 

In general, the status of peptic ulcer today 
is one of which the medical profession may be 
proud. Recognition of the disease has taken 
its place among the great advances in medi- 
cine; nonsurgical management has become 
much more efficient tlian it was; and surgical 
treatment has become better understood, par- 
ticularly in regard to the selection of patients 
for operation and in regard to the selection of 
operation for the patient. 
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A bout fifty years ago there were so many 
different kinds of “madness” in the 
books, or at least on the registers of the 
state hospitals, that all psychiatrists welcomed 
the work of Emil Kraepelin of Germany who 
proiJosed to group together quite a few rather 
widely dissimilar conditions into one large 
category which he called “dementia" (because 
these conditions all seemed to have a malignant 
tendency and to tend toward deterioration) 
plus “praecox" (because this deterioration 
seemed to begin early in life). While it was a 
great step forward for him to group all of these 
conditions together and to invent this term 
"dementia praecox,” it was subsequently dis- 
covered that his inclusions had been radier too 
broad, and that his inferences as to the malig- 
nancy of the condition, its deteriorating ten- 
dency, and its “precocious” apiiearance were 
somewhat unjustified. The name had the effect 
of making psychiatrists even more pessimistic 
than the public; if a patient developed symp- 
toms that could he put into this general cate- 
gory of “dementia praecox,” it became almost a 
foregone conclusion that the patient was hope- 
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less. The doctors felt that way and acted that 
way, with the result (partial) that the patient 
often turned out to be that way. This is in spite 
of the fact that Kraepelin himself specified that 
a very considerable proportion of these patients 
seemed to recover. 

Then a Swiss psychiatrist by the name of 
Bleuler came along who pointed out that the 
fundamental similarity in these cases was not 
the tendency to “dement,” nor yet the tendency 
to begin early, but rather certain psychological 
peculiarities which could best be described as 
a kind of splitting of mental functions, a dis- 
turbance of the powers of association and of the 
normal connections of the emotions with ideas. 
He introduced the name “schizo” (sj)lit) 
“phrenia" (mind). 

Before I plunge into the details about schizo- 
phrenia, I would like to talk rather more gen- 
erally about the fact that doctors arc so little 
prepared for seeing the indications of schizo- 
phrenia as compared to their preparation for 
seeing the indications of coronary sclerosis. It 
is generally agreed, I believe, that in the prac- 
tice of medicine — outside of a few specialties — 
at least one-half of the cases which the average- 
doctor sees in his office are cases of illness the 
like of which he never saw in medical school, 
the nature of which he was taught nothing 


275 



276 


POSTGRADUATE MEDICINE 


about in medical school, and the treatment of 
which has to depend upon his ingenuity, his 
common sense, and his temperament rather 
than upon any scientific training that he has 
had in the past. 

This 50 per cent of the practice of the physi- 
cian is made up of conditions that are some- 
times described in a broad way as psychiatric in 
nature. Perhaps we should put it a little dif- 
ferently and say that they are cases in which 
psychological and social factors determine the 
symptomatology more than do spontaneous or 
traumatic organic lesions. I find it helpful to 
think of it this way; Perhaps a third of medical 
practice consists of cases of organic padiology 
of the type shown in the scientific exhibits of 
every good national medical meeting. Another 
third of this practice is made up of cases in 
which there are a good many physical indica- 
tions of illness, but indications connected so 
closely with the emotional life of the patient 
that while the doctor may begin by treating a 
part of the patient — ^liis back or his head per- 
haps — ^lie ends up by having the whole patient 
to treat, with all his troubles, his marital dif- 
ficulties (sometimes his extramarital difficul- 
ties), his economic difficulties, and everything 
else. The final third of the cases constituting 
the practice of the average physician is made 
up of patients who certainly are obviously psy- 
chiatric; they are cases in which symptoms are 
many and the signs few, in which undoubted- 
ly the patient suffers, and usually the doctor. 
The patient has symptoms tliat distress the doc- 
tor partly because he (the doctor) doesn’t know 
what to do and partly because whatever he does 
seems to be wrong. Or the doctor may realize 
that the proper consideration of the patient’s 
symptoms take so much more time than the 
doctor has available in his busy life tliat he 
enters into any treatment at all with a certain 
grudge against the patient which defeats him 
before he starts. Hence very often he gets rid 
of the patient as rapidly as possible with the 
hope that someone else will do the job. 

The patients in this third category go by 
various names. Not all of them, by any means, 
can be said to suffer from neuroses, though of 


course many of them do. Some of dtem are suf- 
fering from something more malignant. It is 
a very common error on the part of the general 
physician to think that any patient whose com- 
plaints seem grossly to outnumber his physical 
signs of illness is a neurotic. Many of them are 
not neurotic but psychotic. 

W HAT is the difference between psychotic 
and neurotic.? In everyday language you 
know well enough what tlte difference is. A 
psychotic man, a patient with a psychosis, is 
what is popularly known as “crazy.” He is ir- 
rational, he is unpredictable, he is not entirely 
responsible, he is perhaps potentially or actually 
dangerous to himself or to the community. 
Such indeed is die picture of the full-fledged 
psychosis in most instances. But in the early 
stages a psychosis does not take on these ma- 
lignant features. It may appear very much more 
in the form that many physicians regard as 
typical “neurosis,” i.e., a condition in which the 
patient complains a great deal about something 
for which there seems to be no organic cause. 

The commonest psychosis which masquer- 
ades as a neurosis — or sometimes as a mild 
physical ailment or even as a surgical condition 
— is schizophrenia. Schizophrenia is one very 
important, if not the most important, form of 
serious, malignant mental illness. By malignant 
I do not mean that it is incurable; a great many 
cases of schizophrenia do not become seriously 
ill, and a large number of them recover even 
after they have become seriously ill. But there 
are so many cases of this illness in the country 
that it is still possible to say that a large num- 
ber go through your office and are called by 
you cardiac disease, appendicitis, malingering, 
and neurosis when diey are actually primarily 
just plain schizophrenia — a fact which will 
probably sooner or later become evident. In 
any psychiatric hospital most of die patients 
with well-developed schizophrenia have been 
previously treated by doctors who thought the 
patient had a physical disease or a neurosis. 

“What is this schizophrenia, then ? Surely it 
is something that I am missing, for I do not see 
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very many cases in my office that I would con- 
sider psychotic. You say it is so common, but 
I’ll have to be convinced. I am sure that I did 
not remotely suspect that I was seeing it.” 

You are quite right; I am sure that you did 
not suspect it. In order to make you more sus- 
picious of the existence of such cases, let me 
cite a few examples. 

You are called to a private home to see a 
young boy of i8 or perhaps a woman of twice 
that age. The family tells you that this beloved 
member has been acting queerly, talking some- 
what irrationally or inconsistently, and in gen- 
eral showing strange, pointless behavior out of 
keeping with his or her previous pattern. The 
chances are ten to one that you are observing 
an acute instance of schizophrenia and that you 
are well aware of it. Naturally you would ex- 
clude febrile delirium or hysteria — both of 
which are relatively rare — or intoxication — 
regrettably somewhat more common — and 
other conditions which it might be. Excluding 
these conditions you arc almost certainly right 
that this is a case of schizophrenia. Inquiry 
from the family will probably supply the in- 
formation that this strange behavior has been 
rather irregularly developing over a period of 
several weeks or months. The symptoms may 
have been of a quiet, silly, dreamy type, or they 
may consist of more or less hostile, suspicious, 
sullen, and delusional behavior, or they may be 
of a noisy, combative, disorderly type. We arc 
all familiar with these three general pictures of 
disturbed (psychotic) behavior; what is com- 
mon to them all is their irrational, illogical, un- 
predictable nature. 

S UCH cases are easy to recognize, as I have 
said. Any good third-year medical student 
would be able to recognize them if he had had 
any psychiatry at all. But such a case represents 
only one stage of schizophrenia, an acute ad- 
vanced stage of the di.scase. It is a little like a 
hemoptysis in tuberculosis. A sudden hemor- 
rhage in a person who is not suspected of tuber- 
culosis startles us, and we wonder why we have 
not noticed it before. We know that a process 


has been developing over a period of time. Such 
a patient bleeds, he is rushed to a sanatorium, 
gets early treatment and has a better prognosis 
than the man who is suspected only of having 
a chronic cough or a bronchiectasis or some- 
thing of the kind and is given no treatment 
until he is thoroughly under the domination of 
a tuberculous infection. 

Something of the same sort is true in schizo- 
phrenia. The type of case I have described is 
easy to recognize, and it is apt to be ru.shed 
away to immediate treatment and thereby get 
better treatment and better results than the 
more slowly developing cases which are far 
more common. I would say that the slowly 
developing cases arc ten or twenty or maybe 
even fifty times more common than the picture 
that 1 have just described. It is important for 
die doctor to know these cases in their earlier 
stages, if possible. Therefore, having given you 
this rather typical picture of the advanced case, 
let us get back to the earlier symptoms that 
one might have noticed in the same young 
man or woman had we seen him or her a year 
or two years or five years earlier. 

In the advanced st.ages of schizophrenia it 
is easy to sec that the patient seems to have 
abandoned his loyalty to reality and his com- 
mon-sense discriminations with reference to the 
facts of life that we have all learned about 
through painful experience, and he seems to 
act as if he were in a dream. Indeed, schizo- 
phrenia has sometimes been likened to sleep- 
walking. The characteristic thing in a dream 
is that the laws of gravity, time, space, color, 
identity, and the like no longer hold. This is 
precisely the way a patient with advanced 
schizophrenia acts; he acts out a dream instead 
of acting according to reality. 

In the earlier stages of schizophrenia one can 
often detect this unrealistic, impractical, dream- 
like quality, but only by careful scrutiny. The 
trouble is that so many jicople — all of us in 
fact — have spells of It that it is a little difficult 
to say which person is developing what might 
be called a malignant dreaminess, a malignant 
impracticality, and unrealistic attitude or ap- 
proach to life. We all do a certain amount of 
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daydreaming, self-deception, and scotomatizing 
of realities. But the normal person has a ten- 
dency to “come back,” or to “snap out of it ” 
and to pitch into life again for what it actually 
is and not for what he wishes it were. The 
potential schizophrenic patient, however, has 
a tendency to go the other way as if he found 
the world of real life too painful to endure. 

I am well aware of the fact that I have made 
this appear much too simple. A sensitive child 
grows up in what is for him a harsh world or 
a cruel world, and instead of committing sui- 
cide he merely relapses and regresses into a 
dreamlike state, which becomes more and more 
obvious, and dtere you have it — schizophrenia. 
The only trouble is that that isn’t the way it 
usually happens. Plenty of children grow up 
in what appears to be the best of environment 
and yet develop schizophrenia, whereas plenty 
of others grow up amid hardships and suffer- 
ings aplenty and come nowhere near having 
schizophrenia. Indeed, some of the latter seem 
to be all the more realistic in their adjustments. 


T his has led many psychiatrists to believe 
that a special tendency to schizophrenia, 
some kind of hypersensitiveness at least, is 
transmitted by heredity. There is no proof of 
this, however. There is much proof that the 
injuries suffered by those individuals who later 
become schizophrenic occur very early in in- 
fancy. It may be the death of a mother, neglect 
or harshness by the mother in a form which 
she herself does not at all recognize, incessant 
quarreling between the parents, hopeless rivalry 
with a much more popular or much more 
beautiful sister — all these things can do it, and 
many more which occur even in the most gen- 
tle and kindly and affectionate of families. 

In general, what happens is that something 
in the nature of an unendurable disappointment 
or wound causing unassuageable anger occurs 
in a person with a special sensitiveness and with 
inadequate devices for psychological adjust- 
ment. I trust it is clear that such an individual 
doesn’t develop schizophrenia right away. He 
is only a 2-year-old child, let us say, or 3 years, 


or 4 years at most. Many other events happen 
subsequently which reinforce the original in- 
jury. It may well be that there is a certain un- 
fortunate concatenation or repetition of such 
blows that actually causes the illness. 

Children injured in this way are apt to de- 
velop certain defenses. They “cover up,”. as the 
slang expression puts it. They deny die injury 
which they have experienced or the pain which 
they are suffering. They erect a fagade or front. 
“All’s well with me,” they seem to say, “I am 
one of the fellows; I am just like everybody 
else. I am a normal person.” And indeed they 
act like normal persons, as much as they can. 
They go to the same schools, diey complete the 
same work, they do the same things that all 
the rest of us do. Often they are noticeable only 
for a certain reticence, shyness, or perhaps a 
slight eccentricity. Just as often they are not 
conspicuous at all. So much of this depends 
upon their ability or luck in maintaining this 
false front. 

What is underneath that front? One might 
say that die same sort of thing goes on in the 
emotional life that goes on when an abscess 
slowly develops beneath the surface of the body, 
for example, in the lungs or in the liver. There 
has been an injury, an infection. Counteracting 
processes have been set up so that tenseness and 
pressure and potential pain are gathering. But 
all diis is concealed from the outsider. If such 
patients subsequently develop schizophrenia, 
we know that long before the outbreak of the 
illness there is evidence of an intense conflict, . 
tension, and anxiety, and strong feelings of bit- 
terness, resentment, and hate toward those very 
people with whom the external relationships 
may be perfectly normal. “I hate them! They 
don’t treat me right. They will never love me 
and I will never love them. I hate them and I 
could kill them all! But I must not let them 
know all this. I must cover it up, because they 
might read my thoughts, and then they 
wouldn’t like me and wouldn’t be nice to me.” 
All this is covered up by trivial conversation, 
pleasant greetings, chat about the movies or the 
picnic and the next dates, and the rest of the 
ordinary things of adolescent or early adult life. 
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Thus, one might say that the chief problem 
in the person who is going to develop what we 
call schizophrenia is, “How can I control the 
bitterness and hatred I feel because of the un- 
endurable sorrow and disappointment that life 
has brought to me?” His efforts to control it 
often show themselves in various kinds of 
withdrawal : lone-wolfishness, seclusiveness, 
even mild suspiciousness, or just a quiet going 
of one’s own way with disinterest in active 
social participation. 

It is this which we must consider to l>e die 
earliest signs of the unrealistic qualities which 
I mentioned above as being typical for this 
condition. It is very difficult to detect these 
things. I can assure you that every psychiatrist 
has a great many cases in which he finds it dif- 
ficult to decide whether or not the patients are 
potential schizophrenics. He often cannot de- 
cide even after he has obtained a complete life 
history, though by then it may be simpler. 

F ortunately, wc arc not entirely helpless in 
tile matter of diagnosis, however. Many of 
you will recall that before the Wassermann test 
for syphilis was introduced, a man was not 
recognized as having syphilis unless he had 
open lesions or some of the other well-known 
clinical manifestations of syphilis. Sometimes 
wc were not certain about die diagnosis from 
the observation of the lesions alone and in these 
cases particularly we were very glad when the 
Wassermann test was discovered and proved to 
be of clinical usefulness. Then wc discovered 
that many had sy|ihilis who had no visible 
lesions at all! 

In the same way there have been devised 
psychological tests which are useful to psychia- 
trists just as a Wassermann test is useful to an 
internist. They not only help to make a definite 
diagnosis in doubtful cases, but they can be ap- 
plied to apparently normal patients, and in such 
patients they reveal the jiresence of schizo- 
phrenic tendencies which do not show in any 
clinical way. 

Tlie average psychiatrist cannot do thc.se 
tests. I cannot do them any more than I could 


do a Wassermann test, though I learned about 
it in medical school. But I do know what the 
results of a Wassermann test mean, and I do 
know what the results of such psychological 
tests mean, and I respect .them equally. Using 
such tests, we know now that a great many 
cases that we used to call neuroses, neuras- 
thenia, alcoholism, chronic invalidism, and 
many other things are actually cases of schizo- 
phrenia. Hence, today we have a concept of 
schizophrenia very much broader than the one 
wc used to have in the old “dementia praecox” 
days. We know now that there are actually 
many schizophrenics who do not become pa- 
tients — indeed who never become patients, 
neither yours nor mine. They often do very 
creditable and capable things in the world. 
Nevertheless, they arc potential schizophrenics. 

As in the case of coronary sclerosis and dia- 
betes, the regimen under which they live has 
much to do with their successful adaptation. 
Given certain new stresses, the fagadc may 
break down and the underlying bitterness and 
conflict may break through. The patient may 
suddenly begin to hear voices talking about 
him saying that he is mean, that he is hateful. 
Or he may begin to detect the hostility of other 
people in a far larger measure than could po.s- 
sibly be true. He may begin to consider him- 
self persecuted. 

Or the break-through may be like this: A 
little girl who was one of the most popular 
members of her community, president of her 
high school class, and prominent in her Sun- 
day school, calmly walked into her father's 
bedroom one night and shot her father with a 
revolver. Then to help matters along, she went 
into the next room and killed her brother. Tlie 
following day she was the same “sweet, pleas- 
ant, demure, but somewhat sliy girl” that she 
had always been. No one could believe, at 
first, that she had really committed the double 
murder. No one could believe, either, among 
those who knew and loved her, that she had 
schizophrenia. But the psychological tests 
showed it very clearly. One reads about cases 
like this in the newspapers very frequently. 
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T he most important cases of overt schizo- 
phrenia are not those in which the break- 
through appears in such aggressive and violent, 
direct action as I have described. In fact, most 
cases of schizophrenia are not dangerous. The 
commonest type of break-through, the one that 
is most familiar to the doctor, is that in which 
the conflict appears in the form of physical symp- 
toms. These physical symptoms usually appear as 
chronic pains in the abdomen or in the back 
or in tire head. I could fill many pages with 
case histories of such. A very successful sales- 
woman began to feel nervous and jittery when 
she was 44 years old. This was ascribed to the 
menopause. She began having recurrent attacks 
of pain in the back, feelings of anxiety, and 
tremblings of the hands. She was given the 
usual medication for the menopause. This was 
of no particular benefit to her. She went from 
physician to physician; during the year in 
which she was examined by me she had seen 
8 other physicians all of whom had assured her 
that there was nothing seriously or organically 
wrong. However, a careful psychiatric exami- 
nation, confirmed by psychological tests, 
showed that there was something very seriously 
wrong; she was developing an overt schizo- 
phrenia. A year ■ later she was in the locked 
wards of a psychiatric hospital. 

The surgeon sees more of these cases even 
than the medical men, I suspect. And the sur- 
geon is apt to be taken entirely unawares by 
them. I am not talking now about diose cases 
which develop schizophrenic symptoms after 
an operation. This sometimes occurs. I am 
speaking of cases who come to surgeons witli 
symptoms that suggest a so-called chronic ap- 
pendicitis and other vague surgical affections. 
Sometimes the operation is very definitely in- 
dicated. Furthermore, die curious phenomenon 
is often observed that an operation seems to 
postpone the outbreak of schizophrenia and 
sometimes to control it. I have seen many of 
these patients who have had operation after 
operation each time based upon physical symp- 
toms to be sure, but symptoms which developed 
in connection with the direatened outbreak of 
their schizophrenic tendencies. 


I certainly don’t mean by this that I diink 
surgeons should operate merely for the purpose 
of forestalling schizophrenic attacks. Some- 
times it has the opposite effect as I have already 
mentioned. Furthermore, no surgeon wants to 
have his surgery turned into a placebo method. 
As yet we do not exactly know what to do with 
such patients, and it is a safe rule that the best 
diing to do is simply to follow the necessary 
indications for imperative surgery. 

When a case is definitely recognized to be 
one of schizophrenia, most physicians want to 
get rid of that patient. In this they are very 
wise. Of the many psychiatric conditions which 
physicians and surgeons who are not psychi- 
atrically trained can and should handle, schizo- 
phrenia is not one. By its very nature, as I have 
described it, which is that of repudiating reality 
and living in a self-limited, self-defined, self- 
created, self-ruled world, die schizophrenic 
patient puts himself outside the jurisdiction of 
conventional medical practice. All psychiatrists 
believe and advocate that general physicians, 
internists, and surgeons should treat many psy- 
chiatric patients. They have to, as a matter of 
fact. There are not enough psychiatrists to take 
care of one-fourth of the number of psychiatric 
patients now known to be seeking medical help, 
and there will not be enough psychiatrists for 
many years. But in spite of this, I do not think 
that physicians and surgeons should attempt to 
treat schizophrenic patients. They are die most 
difficult, die most delicate, the most potentially 
disastrous of all psychiatric patients. 

I know diat some physicians feel jusdfied in 
administering electric shock treatment as soon 
as they detect what they consider to be schizo- 
phrenia in a patient. Psychiatrists in general, 
and I in particular, strongly condemn this pro- 
cedure. In the first place, electric shock is by 
no means die treatment of choice — ^if indeed 
it is of any use whatever — ^in schizophrenia. 
Insulin shock is sometimes beneficial, but it 
should be done only by someone with a great 
deal of experience in the selection of cases and 
in the administration of the treatment. Fur- 
diermore, it is generally agreed among psychia- 
trists that the effective use of any kind of shock 
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therapy involves the strategic application and 
careful timing of psychotherapy, and to do this 
without preparation simply because one can 
apply an electrode or give a drug intravenously 
is both dishonest and dangerous. Indeed, it is, 
in ray opinion, malpractice. 

"V T o, THE treatment is not shocking the pa- 
' tienr, but just the reverse. When it can be 
accomplished, the favoring of a natural recon- 
struction of the front that I have described, the 
encouragement of a psychological healing 
process within the patient by the proper kind 
of environmental situation and the proper at- 
titudes on the part of the people about die pa- 
tient — that is the treatment of choice. In very 
simple words, 1 mean that such patients often 
recover if placed in an ens-ironment in which 
it is not necessary for them to be afraid of their 
own fearful aggressiveness and resentment. 
Having been relieved of this fear, they can 
gradually and firmly reconstruct the front with 
svhieh they ordinarily meet social contacts. 
Often, but by no means always, this means an 
institution: perhaps much more often it means 
finding an environment in which, outside of 
an institution but often outside of the home, 
the patient can successfully adjust himself. 
Above all, such patients should not be allowed 
to get into situations which they cannot stand, 
and if they are already in situations that they 
cannot stand, they should be removed to situa- 
tions which require less of tliem. 


aSi 

Wlicthcr a patient requires, in addition to 
such a change in his life siniation, the special 
psychothera[icuric treatment which a psychia- 
trist can give would depend upon the individ- 
ual case and upon the severity of the symptoms. 
The vast majority of schizophrenics at the 
present get no treatment, but many of them 
would he ver\' much helped by some protective, 
sTipportivc treatment which their family physi- 
cian could give them. -A great many could un- 
doubtedly be improved, if not cured, by the 
proper type of special psychiatric treatment. 

The prognosis of schizophrenia is much bet- 
ter than most people think. If one is going to 
judge it by the terrible cases — ^and they arc too 
many and too terrible— -that ncicr get well, 
cases which fill the state hospitals, then one has 
a right to lie pessimistic. But one should re- 
member that these thousands constitute u tmaU 
minority of the total number of cases; of schizo- 
phrenia. I am not speaking now of the latent 
cases of schizophrenia, but even of tlie overt 
cases. If a medical student was shown only the 
advanced, ulcerative, disseminated stage of 
carcinoma, he would certainly come to the con- 
clusion that it k an incurable disease. Yet we 
all know that early eases of carcinoma can he 
succes,s{ully treated and are being successfully 
treated. Schizochrenia has a much better prog- 
nosis thun cjrcir.omo, and on the same basis, 
namely, that it be recognized early for what it 
is and not taken to be .sometliing else — appen- 
dicitis, or neurasthenia, or idiopathic pniritis 
vuIv.Tc, or idiopathic this or that. 



Case of Situs Inversus Totalis 

DISCLOSED BY THE PRESENCE OF THE VERMIFORM 
APPENDIX IN A LEFT INGUINAL HERNIAL SAC 

MAURICE A. MICHAEL 
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I N 1938 the author' reported the unusual 
case of acute appendicitis in situs inversus 
totalis as a complication in a patient who 
was four months pregnant; appendectomy was 
followed by uneventful recovery. 

Recently, a second case of complete situs 
inversus was operated on by the author, this 
time for a twice recurrent left inguinal hernia 
where the presence of the vermiform appendix 
(as well as part of the cecum as in a sliding 
hernia) in die hernial sac disclosed the exis- 
tence of situs inversus which was not known 
preoperatively. Since the explanation of situs 
inversus, as well as a review of the literature, 
was presented in the first report referred to 
above, this phase of the subject will be omitted. 

The usual contents of an inguinal hernial 
sac are small bowel and omentum; the pres- 
ence of large bowel is unusual — if present, it 
is called a sliding hernia with the posterior 
wall of the sac covering the large bowel. The 
sigmoid (more freely movable) is found in 
left inguinal hernia much more frequently 
than in a cecal hernia on the right. Occasional- 
ly a cecal hernia occurs on the left when trac- 

Publishcd with permission of the Chief Medical Director, 
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tion of the ileum already in the sac probably 
draws the cecum in also, or when a very long 
ascending colon permits die cecum to fall into 
the pelvis. The presence of the appendix in a 
hernial sac is of great importance since it may 
be the seat of inflammation, gangrene, etc. Al- 
though important, the presence of the vermi- 
form appendix in a right inguinal hernia is 
not rare, but its occurrence as part of the con- 
tents of a left inguinal hernia is rare enough 
to warrant presentation of such a case. 

The explanation referred to above of trac- 
tion of the ileum in a left inguinal hernia pull- 
ing the cecum and appendix into the sac is a 
probability, but the existence of situs inversus 
must be kept in mind. Most cases of situs in- 
versus reported in the literature were disclosed 
accidentally, usually by routine roentgen study 
of the chest where a dextrocardia suggested 
the possibility which was substantiated by 
barium enema studies. The cursory examina- 
tion of the chest in most surgical emergencies, 
as well as in routine cases such as hernias, gives 
no clue to the existence of a dextrocardia. It 
is of real importance to the surgeon, as well 
as to the patient, to know that situs inversus 
is present. 

The incidence has been variously reported. 
Sherk” in 1922 reported the occurrence of situs 
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inversus 10 times in 347,000 cases at the Mayo 
Clinic over a ten-year period. Willis" in 1925 
reported 3 cases in 10,000 admissions; from 
x-ray studies, LeWald* reported the incidence to 
be r in 1,400. Adams and Churchill" reported 
situs inversus occurred 23 times in 332,112 pa- 
tients at the Massachusetts General Hospital or 
about I in 10,000. In 1944 Prescott and Zolling- 
er" reported 3 cases among 15,347 admissions 
to an Army Station Hospital at Madison, Wis- 
consin. 

Haddon" reported a case of left-sided appen- 
dicitis where an appendectomy was done for 
an acute gangrenous appendicitis. The patient 
died on the fiftli postoperative day and post- 
mortem examination revealed the cecum to 
be in the left iliac fossa together with the sig- 
moid; the ascending colon went obliquely from 
the left iliac fossa to the right hepatic flexure, 
and the small bowel was entirely on the right 
side. No other transposition of viscera was 
present. Haddon has therefore suggested tliat 
the actual conditions resulted from failure of 
rotation of the midgut loop, which occurs at 
the tenth week of fetal life, allowing the cecum 
and colon to enter the abdominal cavity first 
instead of the normal midgut. This patient 
therefore docs not present a picture of true situs 
inversus. 


CASE REPORT 

The patient, a white male, age 43 and mar- 
ried, was admitted to the surgical service of 
the Veterans Administration Hospital at But- 
ler, Pa., for the repair of a twice-recurrent left 
inguinal hernia. This veteran had his first 
hernia repair performed in 1920 while in mili- 
tary service. A recurrence was noted in about 
three years, followed in a few years by the de- 
velopment of a right inguinal herni.a. In 1936 
an operation was performed, and a bilateral 
inguinal hernioplasty done. Within two months 
the patient noted some weakness in the left 
side, followed by a slight bulge. In 1939 he was 
hospitalized again and a diagnosis of recurrent 
left Inguinal hernia was made, but at this time, 
he refused operation. This defect continued up 
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to the present time and has steadily become 
larger. He has worn a truss for five years to 
support the left side. No recurrence exists on 
the right side. This patient is a truck driver, 
had one year of military service in 1920, is 
married and has two children living and well. 
He never had any unusual or serious illnesses 
or injuries. 

Physical examination revealed a well- 
developed, white, adult male who was not 
acutely ill; he wore a truss on the left side. 
Blood pressure was; systolic, 133; diastolic, 80. 
Head and neck were negative. Chest examina- 
tion showed the heart sounds to be good and 
the lungs to be normal. There is a right in- 
guinal incisional scar. Two inguinal incisional 
scars are present on the left, and a fairly large 
defect is noted on the left at about the level 
of the internal ring. Preoperative impression: 
recurrent left direct inguinal hernia. Urine, 
blood, and .serology were essentially normal. 
Preoperative chest examination by anesthetist 
revealed no contraindication to surgery. . 
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found the large bowel, which' made up the 
posterior wall of the sac. Extending from this 
bowel was the vermiform appendix, tltus mak- 
ing the large bowel cecum and tire type of 
hernia a sliding one. The appendix was re- 
moved by the clamp and cautery method after 
ligation of the meso-appendix. No attempt 
was made to dislodge the adherent cecum from 
the sac, but the latter was closed widi a con- 
tinuous No. O chromic catgut suture, thus in- 
vaginating the sac. The transversalis fascia 
was then closed with interrupted No. 40 cotton 
sutures. 


Figure 1. Electrocardiographic tracings; LI shows 
complete inversion; L2 and L3 are transposed; 4F, 
with precordial electrode on the left, shows com- 
plete inversion; 4 F 2 with' precordial electrode on the 
right, over the actual apex, shows normal biphasic 
4F tracing. 
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Figure 2. X-ray of 
chest, showing the Ileart 
on the right side. 


Right 


Left 


Final repair was made by bringing together 
the conjoined tendon to tlie shelving margin 
of Poupart’s ligament, taking small bites 
through the transversalis fascia. The external 
oblique aponeurosis was imbricated beneath the 
cord as in a modified Andrew’s hernioplasty. 
Scarpa’s fascia and the skin were closed with 
interrupted cotton suture. The occurrence of 
the cecum and the appendix on the left strong- 
ly suggested the possibility of a situs inversus. 

O N THE morning of the first postoperative 
day, percussion and auscultation of the 
chest reve.iled without any doubt the presence 


of a dextrocardia. On the second day the pa- 
tient was permitted out of bed and allowed to 
take a few steps. He was placed on a full diet 
and by the third day was ambulatory. 

On the fifth day, an electrocardiogram was 
taken, the tracing of which can be seen in 
Figure' i, which showed a complete reversal 
of a normal tracing. The conclusion of the 
cardiologist was that of a complete situs in- 
versus. On the ninth day fluoroscopic examina- 
tion of the chest further confirmed the fact 
of a dextrocardia, as did also the liver shadow 
on the left. X-rays taken after the ingestion of 
IxTriuin showed the cecum on the left and the 
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Figure 3 . Bariuin 
enema, disclosing sig- 
moid on the right, 
cecum on the left. 


Right 


Left 


sigmoid on die right. (See Figures 2, 3 & 4). 
No doubt now remained as to the presence of 
a complete situs inversus in this patient. The 
patient made a complete and uneventful re- 
covery and was discharged from the hospital 
on the fourteenth postoperative day. 

This case presents a man 43 years old, who 
spent one year in the Army, and whose induc- 
tion and discharge examination records noted 
no physical abnormalities. In addition, he was 
hospitalized twice (1936 and 1939), when rec- 
ords of examinations before or after operation 


mentioned no abnormality. In other words, 
three previous examinations failed to reveal 
the abnormality, and only when the pathology 
was brought but at operative table, was the 
true situation realized. Even though one might 
overlook dextrocardia on auscultation, such a 
case as his argues for more thorough examina- 
tion before any operation. It should be stressed 
that when such a condition exists, the patient 
as well as the surgeon, and especially the lat- 
ter, should know in case of any contemplated 
surgery. 
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Figure 4. Ingestion 
of barium to show 
stomach on the right. 


Right 


Left 
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Acute Pancreatitis 


MEDICAL AND SURGICAL MANAGEMENT 

A scientific exhibit jrom Thomas A. Shallow, M.D., Sherman A. Eger, M.D., 
and Frederick B. Wagner, ]r., M.D., of the Jefferson Medical College Hospital, 

Philadelphia. 


INTRODUCTION 

Until recently, acute pancreatitis has been considered to be' of 
extreme^rarity, difficult diagnosis, and high mortality. It is the pur- 
pose ofthis exhibit to emphasize the advances which have increased 
its recognition, rendered its diagnosis more certain, and greatly re- 
duced its mortality. In addition, 50 consecutive cases encountered 
in the Jefferson Medical College Hospital during the past six years 
are analyzed, since drey represent a typical group and illustrate 
well the associated lesions, the varying clinical manifestations, and 
the complications of this disease. 


INCIDENCE 


AGE 

1. Acute pancreatitis is usually a dis- 
ease of middle and late life. 

2. The average age for the 50 cases 
was 50 years. 

3. The age extremes were 8 to 85 
years. 


SEX 

1. The disease is more common in 
females. 

2. In the 50 cases 60 per cent were 
females and 40 per cent males. 
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Decades of life 


COLOR 

1. The disease is rare 
in the colored race. 

2. Only one colored 
patient was en- 
countered in the 
present series. 
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The pancreas and its ducts (Gray). 


ETIOLOGY 

I. Noninfectious Origin (Usual Primary Causes) 

A. MECHANICAL OR OBSTRUCTIVE 

1. Stone in common duct or ampulla of Vater 

2. Stone in pancreatic duct 

3. Spasm of sphincter of Oddi 
Edematous occlusion of ampulla of Vater 

g. Epithelial metaplasia in pancreatic duct 

B. CHEMICAL 

Activated pancreatic ferments resulting from 

1. Reflux of bile 

2. Reflux of duodenal contents 

3. Autolysis 

C. DEGENERATIVE CHANGES IN THE PANCREAS 

1. Changes secondary to benign or malignant tumors 

2. Changes from vascular degeneration or hemorrhage 

D. TRAUMA 

1. Nonpenetrating abdominal injury 

2. Penetrating abdominal injury 

3. Surgical operative injury 

II. Infectious Origin (Usual Secondary Causes. 

Rarely Primary) 

A. Invasion of pancreas along the lymphatics 

B. Invasion of pancreas from the bWd stream 

C. Infection by extension along pancreatic ducts from the duodenum or the 
bile ducts 

D. Infection by direct extension from adjacent infected foci 

E. Infection follo\ving activatitm of bacteria in the pancreas itself 

III. Combinations of Factors in I and II 
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Posterior surface of duodenum and pancreas, showing relation of lymph nodes along the 
hepatic artery, cystic and common bile duct chains to those corresponding to the vascular arch 
behind the pancreas (Poirier, Cuneo, and Delamere). 


PATHOLOGIC TYPES 
, I. Edematous (Acute Interstitial Pancreatitis) 

This is the common form and fortunately the milder. 

Grossly the pancreas is swollen, hard, and contains small areas of fat 
necrosis. 

Microscopically there is edema and many polymorphonuclear cells in the 
interstitial tissue of the acini and lobules. 

Subsidence of the inflammation is accompanied by fibrosis. 

II. Hemorrhagic (Acute Pancreatic Necrosis) 

This is the less common but severe form. 

Grossly the pancreas is enlarged, soft, and friable, and may be black and 
gangrenous. Areas of fat necrosis are abundant, found not only over the 
pancreas, but also in the mesentery, omentum, subperitoneal fat of the 
abdominal wall, and even in the mediastinum and pericardium (see 
illustration). There is blood tinged fluid in the peritoneal cavity. 

Microscopically within the pancreas there is a diffuse necrosis with exten- 
sive infiltration of polymorphonuclear cells. These necrotic areas may he 
absorbed and replaced by fibrous tissue or may become infected, result- 
ing in abscess formation. Much of the pancreas may slough away. 

Blood-tinged fluid and pancreatic enzymes in the lesser peritoneal cavity 
may become walled off by fibrous tissue, thus forming the so-called 
“pseudocyst.” 
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PATHOGENESIS 


DAMAGE WITHIN PANCREAS (AUTODIGESTION) 

< Necrosis v 

Erosion of blood vessels 'V Suppurotion 
( hemorrhoge ) y' may follow 

Split protein products 

2. Lipase digests Glycerol (obsorbed) 

Tissue Fat Fottv ocids+ Oolcium ions— ►Calcium soar 


3. Amylase 


Fatty acids + Calcium ions -►Calcium soaps 
(Whitish plaques) 

Absarbed 


DAMAGE OUTSIDE PANCREAS (VIA BLOOD AND LYMPH STREAM) 


1. , Trypsin and 2. Lipase 

Split Pfotdn Products ^ 

Shock Necrosis in 

Death Abdomen ond Thorox 


B. Amylase 

Excreted 
In Urine 



Vhotomicro^raph of sloiig/t of tail 
of pancreas, showing an island of fat 
necrosis (A )! a dense zone of nuclear 
fragments, polymorphonuclear leul^o- 
cytes and a few eosinophiles (B): and 
a zone of unidentifiable necrotic th- 
sue (C). 



c 


Photomicrograph of section of great 
omentum, showing extensile fat nee- 
rosis (A); a zone of polymorphonu- 
clear leucocytes and nuclear frag- 
ments (B); and a zone containing 
dilated blood vessels (C). 
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SYMPTOMS AND SIGNS 

The symptoms and signs of acute pancreatitis vary considerably, according 
to the degree of inflammation and the portion of gland involved. 

1. EDEMATOUS TYPE (Common, Mild, Subsides tvithin 24-48 Hours) 

a. Pain, mild to moderate, usually epigastric, but may radiate to any 
portion of abdomen or lower chest. 

b. Nausea and vomiting may occur. 

c. Tenderness over pancreas. 

d. Jaundice may occur from common duct obstruction or hepatitis. 

e. Temperature and pulse rate moderately elevated. 

2. HEMORRHAGIC TYPE (Uncommon, Severe, Duration 5-10 Days) 

a. Pain, usually severe, with radiation to any portion of abdomen or 
lower chest. 

b. Nausea and vomiting usually present. 

c. Tenderness, rebound tenderness, and rigidity over pancreas and ad- 
jacent abdomen. 

d. Distention due to toxic ileus. 

e. Cyanosis and shock may occur. 

f. Jaundice may result from common duct obstruction or hepatitis. 

g. Temperature and pulse rate markedly elevated. 



Postmortem specimens, showing fat necrosis of omentum and 
pericardium, pancreatic hemorrhage, and two large gallstones. 
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Relatiotwl anntomy of the common bile anti pancreatic ducts as they enter 
the duodenum (Rienhoff and Picf^rell). 


DIAGNOSIS 

1. Acute pancreatitis should be included as a diagnostic possibility in all 
patients with upper abdominal pain. 

2. The diagnosis cannot be established with certainty from the symptoms 
and signs alone, 

3. The scrum amylase test confirms the diagnosis during the acute phase 
of the disease. This test is practically specific for acute pancreatitis and seldom, if 
ever, presents false positives. 

DIFFERENTIAL 
DI AGNOSIS 

Acute pancreatitis must be differentiated from 

1. Surgical Conditions, such as 

a. Ruptured Peptic Ulcer 

b. Acute Cholecystitis 

c. Acute Intestinal Obstruction 

d. Biliary or Renal Colic 
c. Appendicitis or Meckel’s Diverticulitis 
f. Mesenteric Thrombosis 

2. Medical Conditions, such as 
a. Coronary Artery- Disease 
h. Pneumonia 
c. Tabetic Crisis 
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Serum Amylase Readings in 
Unusual Case of Traumatic 
Pancreatitis: male; aged nine 
years; abdominal pain folloiO' 
ing non-penetrating trauma to 
upper abdomen; adinissioti to 
hospital 9 days later when pain 
became acute; recovery without 
operation. 


SERUM AMYLASE TEST 

I. Normal Variations 

a. Normally, amylase is present in the blood stream at fairly constant levels. 
The origin of this amylase is at present unknown. 

b. Amylase in the blood is completely absent at birth. It first appears at two 
months, is measurable at three months, and reaches the adult value at 
one year. Thereafter it is not influenced by age, sex, amount or type of 
food, fasting, dehydration, diuresis, exercise, or sleep. 

c. Among healthy ambidatory adults, 8o per cent have levels between 8o 
and 150 units (Somogyi), while the remaining 20 per cent have a low 
range of 60 to 80 units or a high range of 150 to 180 units. 

II. Abnormal Variations 

a. Values above 200 units or below 60 units are considered abnormal. 

b. Serum amylase activity rises sharply at the onset of an' attack of acute 
pancreatitis and may subside just as sharply within 48 to 72 hours. Levels 
as high as several thousand units are not unusual. 

c. Moderate or marked elevation of the serum amylase rules strongly in 
favor of acute pancreatitis. A normal serum amylase report does not 
rule out acute pancreatitis. 

d. In doubtful cases serial serum amylase determinations should be rriade 
at least daily. In all instances careful correlation of serum amylase values 
must be made with the history and physical findings. 
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e. Elevated sertim amylase may occur in conditions other than acute pan- 
creatitis, such as acute parotitis, pneumonia, renal insufficiency, hyper- 
thyroidism, and obstruction of abdominal venous or lymphatic return. 

f. Decreased serum amylase may occur in diseases associated with marked 
liver damage or debilitation, such as obstructive jaundice, pernicious 
anemia, diabetes mclliius and tuberculosis. 

III. Technic of Test 

a. 4 cc. starch solution (75 mg. starch and 250 mg. sodium chloride per 
100 cc.) in test tube, 

b. Immerse in constant temperature water bath at 40® C. 

c. After several minutes add i cc. of patient’s scrum or plasma. 

d. Mix immediately. Time incubation from this point. 

c. After 5 to 6 minutes of incubation, 0.5 cc. portions of the mixture are 
withdrawn at intervals and introduced into test tubes (diameter 7 mm.) 
containing 0.5 cc. portions of the iodine solution (0.002 N. aqueous 
iodine solution containing 2 per cent potassium iodide). The test tubes 
are examined for color. The end point is the point at which red brown 
color of the erytfirodextrin is seen with barely a perceptible tinge of pur- 
ple. The exact time of incubation to produce this result is reported. 

Calculations: 

Amylase equals K 

V X T 

where K equals constant factor (1600) 

T equals exact time of incubation (min.) 

V equals exact volume of serum used (cc.) 

When the amylase activity of the blood is abnormally high, as in acute 
pancreatitis, the color given with iodine will be far past the end point 
at the 5 minute test. In such instances the determination is repeated with 
diluted plasma. Dilutions of 1:2 to 1:15 may be necessary. For dilution 
of the serum 0.5 per cent sodium chloride is used. If a 1:4 dilution is 
used, and 1 cc. of this dilution is used in the test, then V equals 0.25, as 
actually only 0.25 cc. of serum is used. 
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LABORATORY FINDINGS OTHER THAN 
ELEVATED SERUM AMYLASE 

1 . Leukocytosis 

Leukocytosis is usually present in acute pancreatitis, but is more marked in 
the hemorrhagic type (15,000-30,000). Early the serum amylase may be ele- 
vated before the leukocytic response occurs, whereas the leukocytosis may 
persist for several days after the serum amylase values have fallen to normal, 

2. Albuminuria 

This is present in varying degrees in practically all cases. It is probably due 
to an irritant effect of the circulating toxic products upon the renal glomerular 
membrane or the tubular epithelium. 

3 . Hyperbilirubinemia 

Latent to manifest jaundice is frequently present. This is probably due in most 
instances to edema in the head of the pancreas with resultant compression of 
the common duct in its transit through the gland, but the presence of a stone 
in the common duct or associated hepatitis may play a role in some cases. 

4. Hypoprotbrombinemia 

In the majority of cases the prothrombin time is 60^ or less. This is probably 
due to associated liver damage, toxic in origin. 

5. Bromsulfalein Dye Retention 

Mild degrees of dye retention, as shown by this liver function te.st, are fur- 
ther evidence of the associated liver damage, toxic in origin. 

6. Hypoproteinemia 

The serum protein level is more apt to be lowered in the hemorrhagic type. 
We advocate this as an important study in acute pancreatitis, since its correc- 
tion is essential in tissue repair. 

7. Hypocalcemia 

According to the recent work of Edmondson and Berne, serum calcium find- 
ings below 9 mg. per 100 cc. of blood usually occur in cases of pancreatic 
necrosis some time between the and and 15th day of the disease, and value.s 
below 7 mg. indicate a fatal prognosis. 



Photomicrograph of tvall of psendocyst, composed entirely of 
dense fibrous tissue. Note absence of lining membrane. 



ACUTE PANCREATITIS 

TREATMENT 

Acute pancreatitis is not an opcrniive emergency, but is primarily a medical 
problem. Operation is indicated later, if complications such as pseudocyst or 
abscess arise, or if there is a contributing lesion such as biliary tract disease. 

Medical Management 

Rationale: 

1. To lessen pancreatic activity. 

2. To combat toxicity, infection, and shock. 

3. To prevent or minimize complications. 

Methods employed: 

1. Withholding food by mouth, thus eliminating a stimulus to pancre- 
atic secretion. 

2. Wangensteen suction to combat ileus. 

3. Intravenous administration of saline solution, glucose, blood, or 
plasma, amino acids, and vitamins (B complex, C, and K.). 

4. Chemotherapy (antibiotics and sulfonamides) 10 combat infection. 

5. Oxygen in severe cases. 

Results: 

Within 48 hours the edematous type of pancreatitis usually subsides 
and the hemorrhagic type may improve. Failure to improve indicates the 
hemorrhagic type in which the development of pseudocysi or abscess 
should be strongly suspected. 

Surgical Management 

Indications for Operation: 

1. During the acute attack^, when the patient becomes progressively 
worse, despite medical treatment. Here, undue delay may prove 
disastrous. 

Rationale: 

(a) To permit drainage of products of pancreatic digestion, either in- 
fected or non-infccted, from the lesser peritoneal cavity. 

(b) To decompress the biliary system by cholccystostomy or cholc- 
dochostomy when it is under increased tension, but more radical 
surgery such as cholecystectomy shoultl be deferred to a Inter date. 

2. Ajter the acute attaef^ has subsided, for correction of any comribiuing 
lesion which subsequent studies have revealed. Here, ibc procedure 
is elective. 

Rationale: 

(a) To aid in preventing subsequent attacks of acute pancreatitis. 

(b) To correct the contributing lesion itself (usually biliary tract dis- 
ease). 

Procedure When Patient Is Operated Upon Because of 
Mistaken Diagnosis 

When acute pancreatitis is encountered unexpectedly at Inpnrottnny, then the 
most conservative surgical procedure aimed at correction of some obvious cliologic 
factor, if one presents, as for example biliary* tract disease, is the best. A drain in- 
serted to the capsule of the pancreas through the gaslrohcpaiic or gastrocolic 
omentum, and biliary drainage only when definite indication exists, usually suf- 
fices. 
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TREATMENT EMPLOYED IN EXHIBITORS’ SERIES OF 50 CASES 


Edematous Type (3 6 Cases) 


Medical Treatment Only ii 

Operated Cases 25 

Operative Procedures: 


(All were delayed until acute phase 


subsided) 

Cholecystectomy 18 

Alone 8 

With Appendectomy 3 

With T-Tube Drainage 3 

With T-Tube Drainage and 

Appendectomy 4 

Cholecystostomy 2 

T-Tube Drainage Alone i 

Cholecystojejunostomy 4 


Hemorrhagic Type (14 Cases) 


Medical Treatment Only 4 

Operated Cases 10 

Operative Procedures: 

Immediate Operations 5 


(Performed during acute phase be- 
cause of mistaken diagnosis for: 
Ruptured Peptic Ulcer, Acute In- 
testinal Obstruction, and Strangu- 
lated Epigastric Hernia.) 

Exploratory Laparotomy 3 

Drainage of Lesser Peritoneal Cav- 
ity 2 

Alone I 

With Cholecystostomy i 

Delayed Operations 

Drainage of Pseudocyst 2 

In Transverse Mesocolon i 

Between Stomach and Transverse 
Colon (Marsupialization) . . . . i 

Drainage of Pancreatic Abscess 2 

With Cholecystostomy i 

With Drainage of Liver Abscess . i 
Exploratory Laparotomy .1 



Cholangiogram in patient who had 
acute hemorrhagic pancreatitis, show- 
ing reflux of radiopaque medium into 
pancreatic duct. 


Plain roentgenogram, showing 
toxic ileus in patient with acute 
hemorrhagic pancreatitis. 
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ASSOCIATED BILIARY TRACT DISEASE (687o) 


In Edematous Type 

Present in 27 out of ^6 cases (75%) 

Acute Calculous Cholecystitis 5 

Acute Non*Calculaus Cholecystitis . . . . i 

Empyema with Calculi . . i 

Chronic Calculous Cholecystitis 6 

Chronic Non-Calculous Cholecystitis 6 

Hydrops with Calculi . . 2 

Common Duct Stone .... i 

Diagnosis on History Alone 5 

In Hemorrhagic Type 

Present in 7 out of 14 cases (50%) 

Acute Non-Calculous Cholecystitis . . 1 

Chronic Non-Calculous Cholecystitis i 

Chronic Calculous Cholecystitis i 

Diagnosis on History Alone . 4 


OTHER ASSOCIATED DISEASES (12%) 


In Edematous Type 

Present in 6 out of 36 cases (i7%>) 

Carcinoma of Head of Pancreas 3 

Perforating Posterior Peptic Ulcer .2 

Duodenal Diverticulum 1 


In Hemorrhagic Type 
None 



P/ain rocn/genognim, ■ showing 
large soft tissue mass (pancreatic 
pseudocyst} in left upper abdominal 
quadrant. 



Roentgenologic upper gastrointes- 
tinal study with barium, showing 
displacement of the stomach and ex- 
trinsic pressure on the greater curra- 
ture. 
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Normal position and contour of Postoperative barium enema, 

stomach restored following mar- showing splenic flexure restored 

supialization of pancreatic pseudo- to normal position, 

cyst. 

COMPLICATIONS 

During a severe attack of acute pancreatitis, enzymes and products of pan- 
creatic necrosis may accumulate within the lesser peritoneal cavity, and by their 
irritating effect become walled off by an inflammatory reaction, forming the so- 
called pseudocyst. Abscess formation results when bacteria infect the pancreas 
itself, or any accumulated fluid and tissue debris within the lesser peritoneal cavity, 
or even adjacent structures such as liver or mesentery. 

Complications Encountered in Exhibitors’ Series Pseudocyst Formation . . .4 Cases 


Between Stomach and Liver i 

Between Stomach and Transverse Colon i 

In Transverse Mesocolon 1 

Early Pseudocyst in Lesser Sac i 

Abscess Formation 2 Cases 

Pancreas Alone i 

Pancreas and Liver i 

MORTALITY 

There were 3 deaths in this series (6 per cent). 


Two patients had far advanced carcinoma of the pancreas with severe jaun- 
dice and edematous pancreatitis; they died following cholecystojej unostomy. 

One patient had fulminating pancreatitis, became progressively worse, and 
died within one week without surgical intervention. Postmortem examination 
revealed acute hemorrhagic pancreatitis with early pseudocyst in the lesser sac; 
fat necrosis of visceral and parietal peritoneum, pericardium, and left pleura; and 
pulmonary edema. 
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Preoperativc hariuin enema, 
showing displacement of splenic 
flexure of colon to level of left 
iliac crest by pancreatic pseudo- 
cyst. 



Pancreatic pseiidocyst producing 
filling deject along lesser curva- 
ture of stomach. 


CONCLUSIONS 

1. The reliability of the scrum amylase Test in diagnosis during the 
acute phase of pancreatitis has become firmly established. 

2. Whenever the diagnosis is questionable in a patient with acute upper 
abdominal pain, a serum amylase test should be performed. 

3. Proper management of acute pancreatitis is dependent upon accurate 
diagnosis. 

4. We believe tliat if the clinical picture of acute pancreatitis is sub- 
stantiated by an elevated scrum amylase, one is justified in delaying opera- 
tion and in some cases not operating at all. 

5. Delay in operating, with conservative measures directed toward 
combating toxicity, altered blood chemistry, and infection, has markedly 
decreased the mortality in acute pancreatitis. 

6. Operation is indicated during die acute phase only if the patient 
becomes progressively worse despite supportive therapy. The surgical pro- 
cedure employed should be as conservative as possible, consisting of drain- 
age of the lesser peritoneal cavity, and, if necessary, decompression of the 
biliary tract. 

7. Operation is indicated after acute phase, if it is necessary to correct 
contributing lesions, usually biliary tract disease. 




EDITORIALS 


CARCINOMA OF THE BREAST 

T he June issue of Annals of Surgery in- 
cluded three interesting papers on carcin- 
oma of the breast, which had been read at the 
58th Annual Session of the Southern Surgical 
Association. 

Finney and his associates discussed results of 
their operation on 298 consecutive patients, over 
a period of fifteen years. Four surgeons per- 
formed the operations, which included 281 
radical mastectomies and 17 simple mastecto- 
mies. Only 19 received either pre- or post- 
operative radiation; hormonal therapy had 
been used in 3 of the group. Operative mor- 
tality was i per cent. After tliree years, the sur- 
vival rate was 77 per cent; 49 per cent after five 
years; 19 per cent after ten years; and 4 per cent 
after fifteen years. One hundred-fifty of the 
group did not die of cancer metastases ; of these, 
70 per cent showed no metastatic lesions in their 
axillary nodes at the time of operation. The 
authors believe that for a good prognosis, radi- 
cal operation must be done before metastatis 
has occurred in the axillary nodes. 

A series of 238 patients was studied by Mar- 
shall and Hare, who found that radical sur- 
gical removal of breast carcinoma, followed by 
intensive radiation treatment, yielded improved 
clinical results and prolonged life. After five 
years or longer, 52 per cent of their patients 
were still alive, and showed no evidence of re- 
current tumor. Further, local recurrent tumors 
appeared in only 8 per cent of tlieir patients. 
Marshall and Hare agree with tire previous 
authors, in stating tlrat failures, in many cases 
at least, result from spread of the disease to 
distant areas, prior to beginning treatment. 


Horsley, on the basis of sound rationale, 
combined radical amputation of the breast with 
bilateral oophorectomy, in premenopausal pa- 
tients. While his series was small, consisting of 
only 26 patients who had been operated for 
three years or more, his results do appear re- 
markable. In both his three- and five-year post- 
operative groups 76.9 per cent of the patients 
were living and had suffered no recurrences. 
He compared tliese results with those obtained 
in 62 patients who had been operated, without 
oophorectomy, and who likewise had had no 
recurrences within five years. This latter group 
consisted of only 43.5 per cent of the operated 
patients. Hence, the author justly recommends 
the combined operative procedure. 

BIRTH, DEATH, AND LIFE SPAN 

T he Statistical Bulletin of the Metropolitan 
Life Insurance Company predicts that more 
babies will be born this year, in the United 
States, than ever before. The 1947' number 
should exceed the 3,440,000 mark set last year, 
thereby establishing a new record. Forty per 
cent more babies were born during the first five 
months of 1947 than during the like period of 
1946. As the year progresses, tlris large differ- 
ence will be whittled down, but not enough to 
keep this year from being a record year. In ad- 
dition, the statisticians believe that 1947 will 
hold the record for some years to come, because 
the marriage rate dropped appreciably during 
the first five months of the current year. 

Another factor bearing upon this question, 
is tire accelerated divorce rate in this country. 
The increase in the number of divorces granted 
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between 1942 and 1946 nearly equalled the in- 
crease from the beginning of our history until 
the year 1942. 

While 1947 is tlie bumper year for babies, it 
will also protiably set a record for longevity and 
low mortality. During tbe past decade the life 
e.^pectation of American wage earners and their 
families has increased by five years; life expec- 
tation among this group is ten years greater 
now than in 1926. At present it has passed the 
sixty-five year mark. 

A new low in mortality will doubtless be 
reached this year, barring some unforeseen de- 
velopment. Improvement in mortality is evi- 
dent in virtually every age period. During the 
first six months of this year the rate was 7.6 
per 1,000 Metropolitan policy holders, which 
is 3.8 per cent lower than that for a like period 
of 1946. 

Fewer deaths arc caused by infectious diseases 
such as pneumonia, tuberculosis, and syphilis. 
The principal communicable diseases of child- 
hood have new minimum rates. Diabetes and 
cardiovascular-renal diseases have favorable 
rates this year. Cancer alone registers an in- 
creased mortality. 


HYDATIDIFORM MOLE 

C ONVENTIONAL laboratory tests for pregnancy 
have never successfully differentiated nor- 
mal pregnancy from hydatidiform mole. This 
diagnostic failure often leads to serious compli- 
cations. Consequently, the announcement of 
Weisman and Coates is of interest, for these in- 
vestigators were able to differentiate the two 
conditions by a single quantitative assay of the 
gonadotropic hormone in the urine. 

Their experimental animal was the South 
African “frog,” Xenopus laet'is, which, inci- 
dentally, is not a true frog at all, but merely re- 
sembles one. When the female of this .species 
is injected with pregnancy urine, it lays eggs in 
abundance. If the patient’s urine docs not con- 
tain gonadotropic hormone, as in pregnancy, 
the frog lays no eggs. 

Chorionic tumors (hydatidiform mole) are 


usually associated with tremendous outpour- 
ings of gonadotropic hormone in the urine. 
Generally, in the patients with these tumors the 
amount of hormone found in the urine is as 
much as a hundred or even a thousand times 
as great as that found in a normal pregnancy. 
On the basis of this well-known fact, Weisman 
and Coates developed tlieir test. 

Frogs must be injected with undiluted, or 
even concentrated normal pregnancy urine in 
order for them to lay eggs. If normal preg- 
nancy urine is diluted i;io it rarely if ever con- 
tains sufficient hormone to cause egg-laying re- 
sponse. But the urine of patients with hydatidi- 
form mole contains such quantities of hormone 
that even in dilution of i :ioo, the frogs can be 
made to lay eggs. 

Three frogs, then, were injected with sus- 
pected urine, in undiluted strength, in dilution 
of 1:10, and in dilution of 1:100, respectively. 
If only the frog injected with undiluted urine 
laid eggs, normal pregnancy was implied. If 
the frog injected with urine diluted 1:10 .also 
laid eggs, the probability of a tumor could not 
be dismissed. If all three frogs laid eggs, the 
presence of a far-advanced chorionic tumor was 
almost a certainty. Except in the very rare nor- 
mal pregnancies in which tremendous amounts 
of hormone are excreted, this test will yield a 
valuable diagnosis. 

Weisman and Coates tested 31 patients, 6 of 
whom were diagnosed as having chorionic 
tumors. Clinical studies substantiated the diag- 
noses. Of the remaining 25 patients who gave 
no response with diluted urines, i was found 
at laparotomy to have a large ovarian cyst; 
the remainder were normal pregnancies. 


RADIOACTIVE PHOSPHORUS 

R egardless of obvious and distinct clinical 
limitations, roentgen radiation has for years 
been the most effective palliative treatment of 
chronic leukemic states and allied hematologic 
dyscrasias. Radium and other naturally occur- 
ring radioactive elements also have been used, 
but, of necessity, applied externally. 
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With the development of the cyclotron, how- 
ever, isotopes have been made available which 
permit internal radiation therapy. Of these, 
radioactive phosphorus, P®", has received most 
extensive study. Doan and his associates at the 
Medical School of Ohio State University re- 
cently have published their results of a six-year 
clinical evaluation of P®" as a therapeutic agent 
in blood dyscrasias. 

The therapeutic value of P^' is dependent 
upon the fact that phosphorus is selectively de- 
posited in bone and in the nuclei of rapidly 
multiplying cells. However, the radioactive and 
the nonradioactive isotopes of phosphorus are 
chemically identical. Hence the radioactive 
material is so situated that the beta-rays may 
exert their maximum inhibitory and destruc- 
tive effects upon adjacent marrow elements. 

Diseases treated with P^' included polycy- 
themia rubra vera, various leukemias, Hodg- 
kin’s syndrome, metastatic carcinoma and 
sarcoma, multiple myeloma, mycosis fungoides, 
and exfoliative dermatitis. Altogether, one 
hundred patients were included in the series. 


Administration of the drug, in more recent 
months, has been confined -to the oral route. 

P^' was found to be of greatest value in con- 
trolling the clinical and hematologic manifes- 
tations of polycythemia rubra vera. It has an 
adjunctive value in some chronic leukemic 
states, particularly in patients who are intoler- 
ant or resistant to roentgen radiation. 

The acute leukemias, in general, do not re- 
spond favorably to P^' treatment; nor has the 
drug proven effective, and may even be danger- 
ous, in Hodgkin’s syndrome. Although meta- 
static malignancies of the bone may or may not 
be specifically retarded, the deep bone pain may 
be relieved by P^^ In some cases pruritis secon- 
dary to leukemia cutis, polycythemia rubra 
vera, and exfoliative dermatitis has been effec- 
tively controlled. 

Doan and his associates emphasize that the 
efficacy of therapy depends upon “selective” 
cell destruction. Doses of P^' should be well- 
spaced, small, and adequately controlled with 
frequent and complete blood and bone marrow 
studies. 
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This Month in Medicine 


SEROLOGIC SYPHILIS REACTIONS 

P ERSISTENT noH-spccific, falsc-positive reactions 
to serologic tests for syphilis arc always confus- 
ing, and have elicited numerous explanations. At 
least one investigator has suggested that there might 
be such a thing as hereditary false-positive reactivc- 
ness, determined by gene action and transmitted 
from parent to ofTspring in much the same manner 
as the blood groups. This, indeed, appears to be 
the finding of Singer and Boerner, who studied 
an Italian family, most of whose members consist- 
ently gave false-positive flocculation tests when 
tested for syphilis. 

Most false-positive reactions disappear after a 
few days or weeks, for frequently they are engen- 
dered by inflammatory processes, immunizations, 
etc. In the case of this family, however, false- 
positive reaaions have endured for a space of two 
years, although none of the family gives any his- 
tory or evidence of syphilis. Complement fixation 
reactions are consistently negative. 

The father’s serum is negative to the floccula- 
tion lest for syphilis. The mother’s serum is posi- 
tive. Sera of three of the children arc positive; 
scrum of the fourth child, Jean, is negative. The 
father is blood group O, and the mother is group 
A. The three children who give positive floccula- 
tion tests are group A, while Jean, the flocculation- 
negative reactor, is group O. 

These data, admittedly very scanty, suggest that 
the factor that determines non-specific reactivity 
of the scrum might be hereditary and transmitted 
in the same way as the blood groups; indeed, in 
this case, it might be carried on the same chromo- 
some as the gene for blood group A. Many more 
data, of course, are essential. 


SUGGESTED READING 

Sinj-cr, A. G.. and Iloerner, F.: Pcnhicnt familial (non- 
specific) scroloRic flocculation reactions for syphilis sugftesting 
an hereditary mechanism. Am. J. M. Sc. 214:89 (July) 1947. 


BAL AND ARSENICAL DERMATITIS 

B al (British Anti-Lewisite) has been referred to 
as the answer to the syphilologist’s prayer. Well 
it might be, for through the judicious use of this 
compound, syphilitics may now be relieved of 
their arsenical dermatitis in a matter of a few days. 
They may be treated as out-patients. No longer 
need they be confined to the hospital for weeks at 
n time. 

Reeve recently reported his successful treatment 
of two patients suffering from erythematous rashes 
with desquamation, which had been brought on by 
arsenical administration. The conventional treat- 
ments brought no relief. BAL therapy was then 
started: 2 ml. was introduced intramuscularly every 
four hours, the first day; followed by 2 ml. twice a 
day for three days; then 2 ml. a day for two days. 
Response was dramatic. The rash began to clear as 
soon as treatment was started. 

SUGGESTED READING 

Reeve, J. L.: Arienlcal dfcrmatitis successfully treated with 
BAL. Brit. M. J. 2:132 (July 26) 1947. 

BLOOD-BANKS AND SYPHILIS 

O NE of the more important precautionary prob- 
lems involved in a blood-bank program is the 
prevention of transfusion syphilis. Numerous in- 
vestigations have been conducted to determine the 
virulence of Treponema pallidum under conditions 
which obtain in blood-banks and in processed blood 
products. 

Turner and his associates have been most as- 
siduous students of the problems involved, and 
their general conclusion has been that desiccated 
blood serum or plasma may be transfused with 
probably no risk to the recipient, even though the 
donor had syphilis. However, Turner and lus 
group based their conclusions on a ninety-day ob- 
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servation period following the injection of rabbits 
with reconstituted dried plasma derived from 
syphilitics. Consequently, their experiments recent- 
ly have been repeated by Probey of the U.S.P.H.S., 
with the view to extending the period of observa- 
tion and to gain further data as well. 

Probey observed that rabbits which were inocu- 
lated with restored dried material did not develop 
evidence of syphilitic infection during approximate- 
ly one-hundred-forty days’ observation. Three suc- 
cessive sub-transfers, observed for thirteen, seven, 
and nine months, respectively, also remained nega- 
tive. Consequently, he concludes that Treponema 
pallid urn apparently is killed during the deep- 
freezing and drying process. Processed (frozen 
and dried) human plasma or serum containing 
not. more than one per cent moisture may be used 
with impunity. 

SUGGESTED READING 

Turner, T. B., and Diseker, T. H.: Duration of infcctivity 
of Trcpoticma pallidtim in citrated blood stored under condi- 
tions obtaining in blood banks. Bull. Johns Hopkins Hosp. 
68:269, 1941. 

Turner, T. B., Bauer, J. H., and Kluth, F. D.: The viability 
of the spirochetes of syphilis and yaws in desiccated blood 
serum. Am. J. M. Sc. 202:416, 1941. 

Probey, T. F.: Loss of virulence of Treponema pallidum 
during proce.ssing of dried blood plasma. Pub. He.alth Rep. 
62:1199 (August 15) 1947. 


POLIOMYELITIS VIRUS 

T he incidence of water-borne poliomyelitis may 
be greatly reduced by adequate and proper 
chlorination. Various investigators have found that 
poliomyelitis virus is readily inactivated with small 
quantities of either free chlorine or chloramine. 
Recently, Lensen and his associates have studied 
the effect of pYi on the viricidal power of these 
agents. 

In water with a pH of 6.85-7.40 the poliomyelitis 
virus was inactivated within ten minutes, in the 
presence of as little as 0.05 p.p.m. of free chlorine. 


When the pH range is raised to 8.95-9.25, the free 
chlorine residuals are less effective in inactivating 
the virus. In some experiments the virus was not 
inactivated even within an hour. However, when 
the viricidal agent is residual chloramine, without 
free chlorine, the pH of the water is of no apparent 
importance. Residual chloramine values of 0.5- 
0.75 p.p.m. usually inactivate the virus within two 
hours; values of 0.2 p.p.m. or less are not viricidal. 

SUGGESTED READING 

Lensen, S. G., ct al.: In.ictivation of partially purified 
poliomyelitis virus in wflter by chlorination, II. Am. ]. Pub, 
Health 37:869 (July) 1947* 

TELEVISION 

T here is no reason why television, like motion 
pictures, should not become a most important 
aid in medical teaching. Ruedemann, of the Cleve- 
land Clinic, has reported his experience with this 
new technic. 

In collaboration with the Chief of Education for 
the Navy and television technicians of Paramount 
Studios, Ruedemann developed a television set-up 
which televised, with amazing clarity, various sur- 
gical procedures. The apparatus was equipped with 
a loud-speaker, so that a running commentary of 
the operation could be given while the observers 
watched the television screen. 

Use was made of a variety of lenses. The opera- 
tors showed the general operative field, then 
switched to the telephoto lens for detail. Various 
filters gave striking contrast. All in all, Ruede- 
mann believes the surgical amphitheater is doomed, 
for television enables the observer to see more and 
better than he has ever been able to before. 

SUGGESTED READING 

Ruedemann, A. D.: The use of television in medicine. Cleve- 
land Clin. Quart. 14:145 (July) 1947. 
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Consultation Service 


This special consultation information service is offered as a regular monthly feature of Postgraduate Medicine. 
Readers arc invited to call on this Service for answers to difficult medical problems from members of our Editorial 
Board best qualified to help. Each question will be answered by mail and those of penerjl interest will be pub- 
lished each month. Address all communications to Consultation Sers'ice. Postgraduate Meduine. 51a Essex Uui'd- 
ing, Minneapolis 2, Minnesota. 


ACID PHOSPHATASE IN DIAGNOSIS OF 
PROSTATIC CANCER 

QUESTION: What is the physiologic \ttnction 
of acid and alkaline phosphatase? Is an elevated 
acid phosphatase diagnostic of metastatic carcinoma 
of the prostate? M.D. — Wisconsin 

ANSWER: Phosphatase: an enzyme capable of 
hydrolyzing the phosphoric esters of erythrocytes 
and plasma derived from hexo.sepho'phate, glyc- 
erophosphate and nucleoprotcin with the liberation 
of phosphate. This material occurs in nearly all of 
the tissues of the body. The largest amounts arc 
found in the hones and teeth during infancy and 
childhood. 

Phosphatase found in erythrocytes is apparently 
different from that found in the tissues, plasma, 
and leucocytes so that probably two phosphatases 
exist. Under physiological conditions scrum phos- 
phatase is not only increased in teeth and bone de- 
velopment in infancy but during the healing of 
fracture, during alimentary hyperglycemia, preg- 
nancy, following exposure to ultraviolet light and 
after the admini.siration of ergostcrol. 

Some observers believe that phosphatase is .syn- 
tliesized by the osteoblast of bone. 

Normal prostatic tissue is rich in phosphatase 
with optimum activity of a pH of ^.9. Phosphatase 
is also found in carcinomatous prostate gland tis- 
sue and at the site of the skeletal metastasis from 
this condition in the serum of these patients. In 
these bony mctastascs the ordinary or alkaline 
phosphatase may be raisctl as it is in o.stcitis de- 
formities, but in the latter the acid phospliatasc 
value is within the normal limit. 

Estimation of the acid pliosphatasc concentra- 
tion in the scrum is a useful supplement to the 
clinical and radiologic examination of patients with 
carcinoma of the prostate gland. Increased value.s 


of acid phosphatase may he the first and only in- 
dication of prosiatic carcinomatous metastasis to 
bone or locally. (Refer to hooks on Clinical Diag- 
nosis by Eahoratorv Examination by Kolmer and 
others.) 

It is this prostate phosphatase which is believed 
responsible for the gigantic rise in the blood scrum 
and is due to the dissemination of the malignant 
epithelium outside the boundary of the gland and 
into the blood stream. Conversely while a carcin- 
oma remains localized and within the capsule 
there is no elevation of the acid phosphatase, al- 
though Robinson and Gutman slate that small 
elevations may occur in non-prosiatic bone dis- 
ease. A study of Barringer's repori.s in the Trans: 
G. U. Surgeons indicated that carcinoma with 
metastasis to hone or distant soft tissues may not 
show elevations. This may be due to a deficiency 
of the enzyme, or the peculiarity of the tumor or 
its blood supply. When it is elevated it is specific 
in the height of its elevation. This may he used as 
an indication of therapy effect after orchidcctomy. 
Within forty-eight hours there is a drop and it may 
continue to recede to normal. After estrogenic sup- 
pression the fall is slower. A rising return toward 
the original figures indicates recurrence of activity 
and metastasis. 

Metastasis to bone usually produces higher serum 
acid phosphatase than does metastasis to soft tis- 
sues. (Woodward and Dean). 

Both Barringer and Dean state that ilic scrum 
alkaline phosphatase following estrogenic or cas- 
tration therapy may increase. This is due to the 
healing of the bone lesions or an increase in the 
osteoplastic metastasis or possibly a sex Iiormonc 
effect on bone development (Kcto-stcroid metaho- 
Itsm). It is agreed that with the rise of serum 
alkaline phosphatase there is no clinical corrciniion 
between it and x-ray or clinical response. 

It i.s interesting to note that tumors of the bind- 
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der, rectum, and prostate may be differentiated by 
the serum acid phosphatase levels or by removing 
a biopsy section for acid phosphatase determina- 
tion. It is almost specific for prostatic malignancy 
(carcinoma) to show a much higher content than 
other sources. Malignant tumors that may metas- 
tasize to the prostate will still not show the very 
marked elevation in acid phosphatase. 

REFERENCES 
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CESAREAN SECTION 

QUESTION: I would li 1 {e to as\ your Consul' 
tation Service: 1. Their feeling on ‘"once a cesarean 
always a cesarean.” 2. Instead of doing a postpar' 
turn sterilization abdominally, why not do cesarean 
and tubal ligation thereby saving the patient the 
expense and discomfort of two procedures instead 
of one, in spite of the slight additional risl{ con- 
nected with the cesarean? 

M.D. — California 

ANSWERS: i. Like all rules the notion of “once 
a cesarean, always a cesarean” has some exceptions, 
but once a woman has had a cesarean section be- 
fore delivery through the pelvis, most obstetricians 
feel that it is better to repeat the cesarean section, 
because of the risk of rupturing the uterus. While 
this risk is probably less than 4 per cent, such a 
serious accident if it occurs carries a mortality rate 
from 12 per cent to 40 per cent depending on the 
circumstances. If a cesarean is done because of dis- 
proportion, it should be repeated even though 
pelvic delivery has taken place in the past. 

2. The answer to this question is perhaps ex- 
plained in the last portion of the question; namely, 
that there is a slight additional maternal risk.” 
Abdominal delivery, while much safer than for- 
merly, will perhaps never be as safe as a normal 
delivery through, the pelvis. Those who report the 
use of early puerperal abdominal tubal sterilization 


seem fairly satisfied with their results, and such a 
procedure minimizes hospitalization and other ex- 
penses and is occasionally applicable. 

FLUORINE IN PREVENTION OF CARIES 

QUESTION: Wotdd you recommend the use 
of fluorine to prevent caries? If so at what age? In 
what way is it best administered topically? What 
is the explanation of its action in the prophylactic 
application? M.D. — Illinois 

ANSWERS: From epidemiological studies of 
children aged 12 to 14 and from animal studies in 
which comparatively large amounts of fluorine can 
be administered, a body of evidence has been ac- 
cumulated which, beyond doubt, connects an opti- 
mal amount of fluorine in the drinking water 
with reduction in incidence of caries. The use of 
fluorine as a therapeutic agent is still in the experi- 
mental stages. 

The body of evidence suggests that the first 10 
years of life are the most valuable ones in which to 
administer fluorine if benefit in caries reduction is 
to be obtained. Some protection may possibly be 
obtained in later years. 

Topically, the method we have used here is to 
clean and dry teeth, dip wisps of cotton in i or 2 
per cent NaF solution in water, wipe the teeth 
with the cotton — one quadrant of the jaw at a 
time — protecting the rest of the mouth by cotton 
rolls. The period required for a complete treatment 
as we do it is 20 to 40 minutes. At the present time, 
we are giving children four treatments one week 
apart and repeating it at six-month intervals. There 
is no evidence that this is the best procedure. 

The explanation of its action is not understood. 
A few factors which may be involved can be 
listed: 

1. Fluorine is rapidly removed from solutions in 
contact with tooth surfaces and firmly bound to 
the tooth surfaces. 

2. The solubility of such fluoride-treated tissues 
is considerably lower than that of untreated tooth 
tissues. 

3. Production of oral organisms is reduced by 
fluoride. 

4. Fluorides inhibit certain enzymes important 
in the metabolism of glucose. 



MEN OF MEDICINE 

FAMILY TEAMWORK IN KANSAS 


T he Menningers brought Freud to the plains 
of Kansas and made Topeka one of the 
world’s great psychiatric centers. The Men- 
ningers in Topeka arc Dr. Karl and Dr. Will. The 
Menningcr Clinic was developed by the sons of a 
pioneer country doctor, and represents the triumph 
of a modern therapeutic ideal: teamwork in the 
practice of psychiatry. 

The Menninger Clinic has been the initial force 
in making a psychiatric mecca of Topeka. On the 
other side of town, Karl Menningcr, with the help 
of the clinic staff, is molding the army’s former 
Winter General Hospital into a model psychiatric 
center that is the pride of the Veterans Adminis- 
tration. Dr. Will serves as general director of the 
Menningcr Foundation, a post he assumed in Au- 
gust 1946, when he laid aside his brigadier-general’s 
uniform as wartime chief of the Army Medical 
Corps psychiatric division. 

The Menninger.s today represent a most famous 
brother team in American psychiatry. Both have 
served as president of the American Psychoana- 
lytical Association. Last May, Dr. William C. Men- 
ninger was elected to the presidency of the Amer- 
ican Psychiatric Association, while Dr. Karl A. 
Menninger headed the reorganization committee 
which brought about the biggest reform of the 
past half century. 

Psychiatrists, nurses, social workers, research 
scientists, occupational therapists, and other mem- 
bers participate on an equal plane in periodic staff 
conferences. Professional jealousies and resentments 
that poison the atmosphere of many another men- 
tal hospital are rarely in , evidence. The ideal of 
group practice is fully realized — the pooling of 
skills, knowledge, and technics toward a common 
goal; optimum improvement of the patient in the 
shortest posriblc tirhe. 

1 he Menningers and their associates conceive the 
Comlcnsct! from Surrey Graphic, September 1947. 


mental hospital as a “therapeutic community,” not 
as an institution. The day’s activities for both pa- 
tients and staff are “socialized” to the closest pos- 
sible approximation of everyday “normal” living. 
Patients, doctors, and employes mingle, so that it 
is often difficult for the casual visitor to tell which 
is which as he makes the rounds of the sanatorium. 

Even visiting relatives, instead of getting the 
usual brushoff, are coached on how to make their 
visits most helpful, what kind of letters to send, 
and how’ they can best aid in readjusting the pa- 
tient to home life when he returns. 

Patients arc brought together in group play and 
group discussions, where they gather strength and 
.self-knowledge through talking out their problems. 

The Menninger Clinic is dominated by no psy- 
chiatric cult, nor on the other hand, is it character- 
ized by any vague philosophies and opportunistic 
technics. The staff, generally, follows Freudian psy- 
choanalysis. But Freud, in Topeka, is respected as 
a great scientific pioneer, not worshipped as a medi- 
cal Moses or Mahomet; his writings blazed trails 
but arc not holy writ; his system is accepted as a 
science, not a religion. A stream of celebrated lead- 
ers in psychiatry, representing many schools of 
thought and treatment, flows through Topeka, 
keeping the staff current on the latest trends in the 
theory and practice of their craft. This cross current 
of ideas prevents stagnation. 

The Menningers themselves are Freudian-orient- 
ed eclectics. They have avoided the rigid sectarian- 
ism that has divided many of Freud's disciples 
into camps of warring, intolerant doctrinaires. 

Sanatorium patients are charged S650 a month 
for treatment — a stiff tariff. The Menningers arc 
sometimes criticized for this high rate; the truth 
is that patients’ fees have never amounted to 
enough to put the place in the black. 

The high rale goes strictly into psychiatric treat- 
ment, not into luxurious accoutrements. The staff 
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cells you the place is a hospital, not a country club. 
Patients aren’t coddled, the surroundings and the 
fare are plain. There is no amusement for amuse- 
ment’s sake; recreation is integrated into a therapy 
program. The Menninger Sanatorium is not a 
“rest home.” Dr. Karl, at a recent meeting of the 
American Medical Association, lashed out severely 
at the “abuse of rest” in treating psychiatric cases, 
blasting the celebrated “rest cure” for neuroses 
and citing proof that prolonged rest often did more 
harm than good to tensed-up patients with un- 
solved emotional problems. 

The sanatorium has room for only fifty-five 
patients, an infinitesimal fraction of the millions 
who need treatment. But the enterprise has na- 
tional significance for two special reasons: it is a 
focal point for training psychiatrists in the face of 
an appalling shortage (there are less than 4,000 of 
the.sc specialists in a country which desperately 
needs a minimum of 20,000) ; and it is a vital re- 
search center to help dispel the vast mystery that 
still hangs over the field of mental disorder. 


M enninger Clinic is the name loosely applied 
to a group of enterprises that make up a 
compact psychiatric center operated on a nonprofit 
basis ’by the Menninger Foundation. There is the 
clinic proper, which gives psychiatric services to 
mental and nervous patients who live off the 
grounds. There is the sanatorium, comprised of 
several reconverted dwelling houses. 

The Menninger School of Psychiatric Training 
is developing doctors in the psychiatric specialty. 
There is training for psychologists and social work- 
ers, conducted in part in cooperation with nearby 
Kansas University at Lawrence. And the affiliated 
Southard South, named for the Harvard psychia- 
trist who gave Dr. Karl his early training, is a 
year-round boarding school for problem children 
of normal or superior intelligence. 

Menninger doctors also staff Topeka’s municipal 
mental hygiene clinic, giving out-patient service to 
emotionally disordered Topekans who can’t afford 
private treatment. I attended one of these clinic 
sessions with Dr. Harlan Crank of the Menninger 
staff. Among the run-of-the inill cases that day 
were these; 

A thirteen-year-old boy who reacted to his emo- 
tionally disturbed mother’s obvious attitude of re- 
jection and hostility by chronic bed-wetting and 
unruly behavior at home and school. 

A middle-aged ex-denizen of a house of ill-fame 
who had developed paresis, a frequent end result 
of untreated or poorly treated syphilis. 

A three-year-old who was mute and mentally 
backward although there was no apparent organic 
cause of either condition. Investigation had revealed 
that a too doting mother had smothered the child’s 
initiative by anticipating every desire without giv- 
ing him a chance to learn to ask for things. 

There is a close tie-up between the Menninger 
Foundation and the Winter Veterans Hospital, 
which Dr. Karl has managed .since January 1946. 
He accepted the post on the challenge of Veterans 
Administrator Omar Bradley and his medical aide, 
Major General Paul R. Hawley, to take over this 
abandoned army hospital, and transform it into 
a model center for mental and nervous disorders. 
There are now 1,200 patients, all veterans, most of 
them neuropsychiatric cases, with a sprinkling of 
general medical and surgical cases. 
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Also, some 123 young doctors, veterans them- 
selves, are becoming specialists in psychiatry at 
Winter. They work under the faculty o£ the Men- 
ninger School of Psychiatric Training, supervised 
by Dr. Karl. The significance of this enterprise 
may be gauged by the fact that the 125 Winter 
residents in training represent half the total being 
trained in the entire VA program, and a third of 
the number being trained in all American medical 
institutions. 

Winter Veterans Hospital is governed by the 
“total push” approach. Every detail is aimed at 
speeding recovery; every form of modern treat- 
ment is utilized — electric and insulin shock, sodium 
pcntothal, hypnosis, occupational therapy, drama 
therapy, and so on. Underlying all treatment, how- 
ever, is the basic idea of psychotherapy — stressing 
the psychological over chemical or mechanical 
methods of treatment. 

The re-socializing process implicit in the “thera- 
peutic community” plan is advanced by developing 
teamwork among the patients. Wards form basket- 
ball, softball, and table-tennis teams. Ward teams 
compete-in carefully scheduled games: uneven con- 
tests are avoided to prevent loss of self-esteem by 
the losing team and the ward it represents. Self- 
government is stimulated by having the patients 
elect ward committees to promote orderly behavior 
and transmit ward gripes to the authorities. 

B ack in 1908, Dr, Charles F. Menninger, a To- 
peka physician with an insatiable yearning for 
fresh knowledge, journeyed to Rochester to see at 
first hand what the growing Mayo Clinic was all 
about. He talked to Dr. Charlie and Dr. Will and 
to their father, a surgeon, who had started his sons’ 
way to group practice. He spent a week and re- 
turned, a convert to the group teamwork idea. 

At home again, he told his wife, Flora, and his 
two sons that medical knowledge had become too 
complex for any individual to master satisfactorily, 
and that the way of modern medicine was by 
groups or teams where skills, technics, and equip- 
ment could be pooled under one roof. 

He calmly announced he was going to start a 
group practice clinic in Topeka. But his confreres 
turned a cold shoulder to his evangelism, so he 
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paiicniiy waited for his sons to grow up. Karl, born 
in 1893, got his M.D. at Harvard in 1917, was a 
navy lieutenant during World War I, returned for 
postgraduate study, became a protege of the psy- 
chiatric genius, Professor Ernest E. Southard and 
went b.ack to Topeka where he and his father 
started the Menninger Clinic in 1923. When 
Brother Will, born in 1899, medical de- 

gree at Cornell in 1925, he made the team a trio. 

The Menninger Clinic, treating mental cases on 
an out-paiicni basis, with the patients living off the 
grounds, steadily expanded. Through the yrars, 
this practice turned Topeka into one of the most 
psychiatry-conscious communities in the land. 

World War II separated the Menningers, and 
marked a new turn in their careers. Dr, Will went 
into the army and rose to be chief of the Medical 
Corps Ncuropsychiatric Division, Dr. Karl stayed 
in Topeka, holding together the Menninger en- 
terprises and needling the country on the critical 
need for training psychiatric personnel to meet 
the inevitable acute postwar shortage. 
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T he brothers were reunited last August as a 
working team. The tall sons of old Doctor 
Menninger fit together like carpenter’s mortise and 
tenon joint. Contrasting sharply in personality, 
they are almost the perfect foils for each other. 

Dr. Karl is restless and excitable, often explosive 
and epigrammatic in conversation, throwing out 
sparks. Psychiatrists who delight in diagnosis might 
call him an extrovert manic type. He is one of the 
can’t-sit kind, pacing the floor and punctuating his 
cascading words with sweeping gestures of his 
cigarette-holding hand. The gruff mannerisms and 
bluff talk cause many a casual acquaintance to 
miss the exceedingly sensitive heart beneath the 
defensive armor. 

Karl Menninger is an idea man, a sparkplug, 
a promoter. Often, during a hot parlor discussion 
he Avill cut in ; “All right, we’ve done a lot of talk- 
ing about this. Now what are we going to DO 
about it? ’ 

Like as not, his friends will hold up their hands 
in mock horror: “Please, Karl, don’t organize us 
AGAIN!” 

Dr. Will is more cautious in statement, less 
ebullient, far gentler in approach, sometimes al- 
most shy. His modesty is unaffected and disarming. 
He has a knack of breaking down suspicion and 
jealousy in a profession peculiarly replete with 
hostilities. 

When he was appointed neuropsychiatric chief 
of the army, many skeptics prophesied that chaos 
would ensue. Orthodox military psychiatrists 
would never follow an avowed Freudian, and 
Menninger would be too soft to stand the gaff of 
line officers prepared to scuttle any reforms he’d 
attempt. General Menninger overcame the obstacles 
amazingly. His men gained the grudging respect 
of the regulars, and the army’s archaic system of 
dealing with mental disorder was drastically mod- 
ernized and revised. 

Dr. Will has just completed a book on military 
psychiatry in World War II, Dr. Karl already is 
the author of several popular psychiatric works, 
including “Love Against Hate,” “Man Against 
Himself,’ and “The Human Mind.” 

Karl and Will Menninger lead rich private lives. 
Both arc happily married. Both diligently pursue 
their hobbies. Dr. Karl is a chess enthusiast, and 
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likes to wind up the day’s work with a game. He 
acquired from his father a deep love for the soil, 
and is a board member of the society called The 
Friends of the Land. 

The latest organizing achievement of the dy- 
namic Menningers may prove ultimately to be 
their most important. At the 1946 annual meeting 
of the American Psychiatric Association in Chi- 
cago, they led a group of so-called Young Turks, 
consisting mainly of, war veterans and including 
many notables, in the informal organization of 
the Group for the Advancement of Psychiatry, 
abbreviated to GAP. A • major motivating force 
was dissatisfaction with the slowness with which 
organized psychiatry had responded to the emer- 
gency demands of the war and postwar periods. 

Meanwhile, from their home base in Topeka, 
the Menningers radiate a fundamental philosophy 
— a mixture of grass-roots democracy and the 
Freudian faith in love as the effective weapon 
against the destructive forces of hate and fear. 



What Other Editors Think 

Editorial Evaluations of Current Contributions To Medical Progress 


PREVENTION OF RENAL COMPLICA- 
TIONS BY THE USE OF SULFONA- 
MIDE MIXTURES 

A mong the most frequent of the serious com- 
plications attending the use of the more ef- 
fective sulfonamide compounds are those involving 
the urinary tract. These are caused predominantly 
by mechanical factors associated with the precipi- 
tation of crystals of the free or acctylatcd drugs 
anywhere along the urinary tract, and they are 
most serious when the precipitation occurs within 
the kidney tubules. These complications arc de- 
pendent, in turn, largely on the solubility and the 
concentration of the compounds in the urine. Any 
measures that increase their solubility or prevent 
their excessive concentrations in the urine should 
therefore diminish the frequency with which pre- 
cipitation occurs and hence reduce the incidence 
of renal complications. 

These considerations have led to attempts to util- 
ize mi.Kturcs of different sulfonamides. 

Lehr used sulfathinzolc and sulfadiazine in 
equal amounts and showed experimentally that 
this combination produces a low renal toxicity and 
has a high antibacterial activity. Clinical studies in 
patients with acute bacterial infection in both 
adults and children indicated that this mixture, 
given in the total doses ordinarily employed with 
single compounds, yielded uniformly satisfactory 
therapeutic results. Effective blood levels and high 
sulfonamide concentrations in the urine were 
readily maintained with these doses. When treat- 
ment was stopped, the mixtures were rapidly 
cleared from the body. Crysialluria was infrequent 
despite the intentional omission of adjuvant alkali 
therapy, and no signs of renal irritation were en- 
countered. The incidence of allergic reactions, 
moreover, also appeared to be lowered. 

Extensive studies with sulfonamide mixtures 
(“sulfa-combinaiions”) have also been carried out 
hy Frisk and his co-workers in Stockholm. They 


found that the antibacterial effect of such a com- 
bination was equal to the sum of those of the in- 
dividual components. 

The most suitable composition per gram was 
found experimentally to be 0.37 gm. of sulfathia- 
zolc, 0.37 gm. of sulfadiazine and 0.26 gm. of 
sulfamcrazine. This mixture had almost the same 
absorption and excretion relations as sulfadiazine. 
There was practically no risk from accumulation 
in the blood, even when high doses were admin- 
istered. In the doses ordinarily used in the treat- 
ment of pneumonia, the combined preparation is 
not excreted in supersaturated .solutions if the re- 
action of the urine is approximately neutral. With 
the individual components given in equal doses, 
on the other hand, cither the free or acctylatcd 
form always occurs in the urine in supcrsaiumtcd 
solution, even in a neutral urine. The Swedish 
workers thought that the use of this mixture ap- 
peared to eliminate the risk of the formation of 
concretions in normal kidneys. As added precau- 
tionary measures, however, they state that diuresi.s 
should be maintained and that alkalies should be 
given. This method is considered to have the ad- 
vantage of permitting the use of larger doses than 
usual with less danger of renal complications in 
cases of infection due to the more resistant bacteria. 

The 'New England Journal of Medicine, VoL 
2^6. p. 8^2, Robert N. Nye, MX)., Managing 
Editor. 


RADIOACTIVE PROGRESS 

I N DELIVERING the twcnty-fourth Mackenzie 
Davidson Memorial Lecture of the British In- 
stitute of Radiology, Dr. John Lawrence, of tlic 
Crocker Radiation Laboratory, Berkeley, Cali- 
fornia, brought with him the first analysis of 90 
cases of polycythemia vera treated with and 20 
further cases which had not been. His real controls 
were, however, a Mayo Clinic series of 163 cases. 
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of which the survivors at the end of five years num- 
bered 36. This proportion is liable to revision, but 
is now regarded as the best figure available. 

Of tbe 90 cases treated at Berkeley, the earliest 
goes back to 1939, and the number of deaths to date 
has been 13. Also, whereas the average age of those 
treated was 48 years, the average age of those who 
died was 66.6 years. More encouraging even than 
these overall figures was the analysis given of 
causes of death. These included 4 cases of cardio- 
vascular disease (of which 3 were at ages between 
70 and 80), I of acute pancreatitis, and 3 of carci- 
noma. None of these 8 deaths was regarded as at- 
tributable to, nor was there any evidence in the 

3 latter cases of induction of, carcinoma. 

At the most, therefore, only 5 cases remained in 
which it appeared possible that the cause of death 
could reasonably be connected with either the 
polycythemia or the treatment given for it. As to 

4 out of these 5 cases (3 leukemia and i multiple 
myeloma) no useful opinion could be expressed. 
Finally, there was only one death from thrombosis 
in the whole series, which in most previous 
series has been a common sequel. Follow-up studies 
are being continued, but in relation to the severity 
of the disease, radio-phosphorus therapy would ap- 
pear to have already been justified. 

As two examples of the tracer technic of direct 
and related interest to medicine. Dr. Lawrence in- 
stanced the use of radio-sodium and radio-gold 
for the study of the symptoms and treatment, re- 
spectively, of rheumatoid arthritis. The effect in 
the former case has been to confirm quantita- 
tively the clinical picture of impaired circulation. 

Using a rabbit, in one leg of which arthritis 
had been chemically induced, it was demonstrated 
with radio-sodium (Na'‘) that the rate of blood 
flow in the affected leg was nearly twice as slow 
to the articular cortex, more than three times as 
slow to the synovia, and more than four times as 
slow to the tendons as in the other and normal 
leg. On the side of treatment, it has been similarly 
sho\s'n with the aid of radio-gold (Au’®*) that the 
distriburion of colloidal gold is such as to lend 
plausibility at least to this form of therapy. The 
concentration in the synovia has proved to be 
rather more than ten times as great as in the mus- 
cles, so that absorption may fairly be claimed to be 


selective to that extent — although, as Dr. Law- 
rence was careful to point out, the presence of gold 
in the desired locations provides no proof in itself 
of beneficial effect. 

British Medical Journal, July 26, p. rjp. 


ECZEMA AND ESSENTIAL 
FATTY ACIDS 

1 NF.AXTILE eczema can be a most intractable con 
dition, distressing in different ways to infant, 
parent and medical attendant. The relation of its 
occurrence to a disturbance in essential fatty acid 
metabolism has been the subject of investigation 
for some time now and appears to offer encourag- 
ing possibilities. Arild E. Hansen, Elizabeth M. 
Knott and Hilda F. Wiese, of Texas, and Eve 
Shaperman and Irvine McQuarrie, of Minneapolis, 
in a combined paper have presented recent inves- 
tigations and their conclusions. 

A total of 225 patients with eczema were inves- 
tigated both clinically and by the study of their 
blood lipids. The findings in 101 control subjects 
were used in evaluating the significance of the 
blood lipid studies; the only practicable control 
method in the clinical approach was by the use, 
for observation, of preliminary “control periods” 
usually of four or more weeks, before any signifi- 
cant change was made in the therapeutic regimen. 

Serum lipid studies on 171 of the eczematous 
patients disclosed that 80 per cent of infants under 
two years of age, 75 per cent of children between 
two and fifteen years, inclusive, and slightly over 
50 per cent of adults had iodine numbers for the 
serum fatty acids below the mean values found 
for the loi controls. When used as the sole form 
of therapy for 148 eczematous patients of various 
ages, addition to the diet of fats rich in unsaturated 
fatted acids, such as fresh lard and certain vegetable 
oils, produced a clinical response judged to be good 
to excellent in 60 and fair to good in 51 instances. 
The remaining 37 patients showed slight to no 
benefit. Most of the latter were in the older age 
group. The lard, which was sometimes mixed with 
other more palatable foodstuffs, was given in 
amounts averaging one to two ounces daily. 
Periodic studies of the serum lipids for patients 
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with eczema revealed a tendency for the iodine 
numbers o£ the serum fatty acids to increase as 
the clinical condition improved following supple- 
mentation of the diet with fats rich in unsaturated 
fatty acids. An increase in the degree of unsatura- 
tion of the serum fatty acids was observed also to 
coincide with clinical improvement of patients 
treated solely with crude coal tar ointment. 

Hansen and his co-workers, while being con- 
vinced of the clinical improvement which follows 
the inclusion in the diet of fats rich in unsaturated 
fatty acids, emphasize the importance of meticu- 
lous investigation and the use of other forms of 
treatment. In their experience the combination of 
the unsaturated fatty acid regimen with such 
therapeutic procedures as topical applications of 
crude coal tar ointment and elimination from the 
diet of all foods to which the patient is known to 
be sensitive has proved to be most successful. Their 
results among infants were much better than those 
among adults. 

It seems likely that benefit will come from the 
administration of unsaturated fatty acids to pa- 
tients, especially infants suffering from eczema, 
but such therapy is at present rather empirical. 

The Medical Journal of Australia, VoL r of 
p. yop. 

CIRCULATORY CHANGES WITH 
POSITION 

E rect posture, according to the biologists, de- 
veloped because man’s progenitors were tree 
dwellers. The fact that he walks on two legs gave 
him free use of his hands, and thus made possible 
the use of tools and subsequent intellectual devel- 
opment. Upright posture has also been blamed for 
many chronic diseases: circulatory disorders such 
as varicose veins, descent or prolapse of various 
organs, and various digestive disturbances. 

Various means have been employed to measure 
blood shift in the l)ody, blood volume changes, 
and their physiologic effects. One of the recently 
studied methods is by determination of the center 
of gravity of the body, whicli changes during the 
fatigue of standing and after static effort. Accord- 
ing to Larsen, the changes of center of gravity 


after standing show an excessive accumulation of 
blood in the lower parts of the body with draining 
of the upper part. The resulting under-oxidation 
of the brain parallels the early onset of fatigue. 

Other workers have used the reactions of the 
body after tilting from the horizontal position, as 
a measure of recent blood loss. Green and Metheny 
of Seattle, note changes in the heart rate and blood 
pressure after postural changes, and have attempted 
to correlate these u'jth a clinical method of estima- 
tion of the patient’s blood volume and amount of 
recent hemorrhage. Blood volume estimations by 
the dye method, they remark, though known for 
many years, are so cumbersome as to be very little 
used. They studied normal pcr.sons before and after 
venesection of known amounts of blood, and pa- 
tients admitted for recent gastrointestinal or other 
hemorrhage. 

The subjects were placed on a fluoroscopy table 
and tilled at several different angles from the 
supine position. Changes in the heart rate and 
blood pressure and a break in compensation oc- 
curred on tilling of persons who had lost blood. 
The more blood had been withdrawn, the more 
acute the symptoms and the greater the caidiac 
acceleration to tihijig. They conclude that an in- 
crease in heart rate of less than twenty-five beats 
per minmc on raising the patient to a standard 
angle, in the absence of a syncopal reaction, indi- 
cates citlier a negligible or a compensated blood 
loss, which does not require transfusion. An in- 
crease on tilling of 30 heats or more per minute 
suggests a probable loss of 9 to 14 cc. of blood per 
kilogram, and a transfusion requirement of 1,000 
cc. Syncopal reaction to lilting suggests need of 
1,500 cc. of blood. Shock maintained in the supine 
position indicates a probable blood volume deficit 
of 20 cc. per kilogram and need for a 2,000 cc. 
transfusion. Hemoglobin level has no relation to 
blood volume, and may fall as bl(X)d volume rises. 

This work emphasizes the importance of the 
horizontal position as therapy. Heart rate and blood 
pressure changes should probably be observed care- 
fully in persons permitted to rise early after opera- 
tion or after an obstetric delivery in which hemor- 
rhage has occurred. 

Southern Medical Journal, Vol. ^0, No. 9, p. 79^. 



FROM A FOREIGN CONTEMPORARY 

Observations on the Psychology of the Tuberculous* 

GEORGE DAY 

RESIDENT PHYSICIAN, MUNDESLEY, SANATORIUM, NORFOLK, ENGLAND 


/ — g — ^HE material for this study is drawn from 

I a rather specialized class of tuberculous 
-1- patients. Our patients are mostly hard- 
working, professional men and women who pay for 
sanatorium treatment, and are drawn from the 
Army, the Navy, the Church, and the stage — bar- 
risters, doctors, schoolmasters, business men, and 
their wives, sons, and daughters. 

The patients have not been subjected to the 
stresses and strains classically held to be responsible 
for pulmonary tuberculosis — malnutrition, over- 
crowding, bad working conditions, or exposure. 
Then why do they break down } Obviously because 
they have become infected by the tubercle bacillus 
(as we all do); but for some reasons their tissues 
are in a condition to give it a good home instead 
of destroying it or imprisoning it for life. Is it Just 
by chance that their tissues are so hospitable.? 

In 1935 I noticed a striking thing. So often there 
emerged from the patient’s recent history an un- 
happy love episode. Girls had been jilted, young 
men had become engaged to the utterly wrong 
girl, and were in painful conflict realizing it more 
or less consciously. This state of affairs seemed to 
be far commoner than chance would warrant. It 
looked as if the Victorian novelists had got hold 
of a little-understood truth when they portrayed 
their lovelorn heroines going into a decline. 

Another puzzling aspect was that tuberculosis 
struck down young adults. Why.? The physical 
body should surely then be at its prime. It is fully 
grown; metabolism is no longer concerned in part 

•A paper read to the Northfield Psychiatric Society, Northfield 
Military Hospital, Birmingham, and reprinted, in part, from 
T/ic LiHicet. 


with growth and development but entirely with 
repair and replacement. Could the answer be that 
young adulthood is a time when emotional stresses 
reach their highest peak.? In the group I am dis- 
cussing, it is a time for weaning from the family 
circle and the backing and security of the home. 
Then men in particular have to stand on their own 
feet and accept the consequences of their choice, 
be it of helpmeet or lifework. It is a time of hope- 
fulness, too much hopefulness perhaps; but it is a 
worrying time, indeed a frightening and suicidal 
time for some. 

In 60 per cent of these cases I could discern a very 
good reason why tuberculosis or some similar 
chronic incapacitation was necessary to them at that 
juncture. I could also see why it would continue to 
be necessary to them, unless something in their 
life-pattern suffered change. But it was disappoint- 
ingly seldom that I was able to do anything to 
bring the change about. 

So in 30 per cent of the whole sanatorium popu- 
lation, I decided, the patient was sick in mind as 
well as body. 

CASE OF THE YOUNG DOCTOR , 

My first case is that of a young Irish doctor who 
developed pulmonary tuberculosis while doing a 
house physician’s job in the south of England. 

Alan was a popular stocky little fellow, full of 
vitality, who rapidly became persona grata with 
everyone in the sanatorium. His lesions, however, 
failed to respond to treatment, and he was still on 
bed rest at the end of six months. An artificial 
pneumothorax was attempted, but it did not relax 
the cavity-containing zone, because there was an 
intractable adhesion holding it out. He had a 
three-month course of “Sanocrysin” injections with- 
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out converting his sputum even temporarily. At the 
end of six months his general condition u'as good; 
he had gained lots of body-weight and looked and 
felt fighting fit, but his rectal temperature rose to 
99,7° F. each evening; his sputum, though scanty, 
was still positive; his blood-sedimentation rate re- 
mained steadily higher than it should have been. 
His disease activity was in statu quo. 

Then we crushed his phrenic nerve. It worked 
like a charm. His diaphragm rose and within a few 
days his temperature had dropped to normal limits. 
His B. S. R. dropped steadily and he was sputum- 
free. And then he awoke early one morning with 
gloYc-and-stocking anaesthesia. Being a doctor, he 
had diagnosed it himself before we could answer 
his bell, and wc found him bellowing, “Why the 
hell have I got a conversion hysteria.^’* It was no 
good asking us. Wc didn’t know. He started sweat- 
ing almost continuously; he couldn’t slecj); and by 
the end of the week he had shrunk a stone in 
weight. 

Then one evening in a darkened room he told 
his story. He was a Roman Catholic, and his fian- 
cee, who was an extremely nice girl, was also a 
Roman Catholic, But he was possessed, ns it were, 
of two personalities, a saint who was a devout prac- 
ticing Roman Catliolic and a sinner who wasn’t: 
and they were not on speaking terms. The saint 
adored his beloved with religious fervour, but the 
sinner treated her diflercntly. His fiancee was de- 
voted to him, but was shamed at being forced to 
enjoy prenuptial bliss against her better inclinations. 
So their relationship became degraded in both their 
eyes, and they were pretty miserable though deeply 
in love with each other. I think it is significant 
that he took a house-job in the south of England- 
just about as far from Ireland as he could get. 

Here he became involved with a nurse, developed 
the signs and symptoms of tuberculosis (with, he 
confessed, no little feeling of relief), and sped back 
to Ireland to his mother and his fiancee. He was 
not too easy there and he again elected to return to 
Mundcslcy, where he was happy, carefree, and well 
esteemed by his fellows. Now, when he showed 
signs of getting belter of his tuberculosis, he him- 
self gets very sick in spirit. It seemed obvious that 
he was not yet ready to rc-cnler the world from 
which tuberculosis had alTordcd him escape. 

What seemed so odd to me was that he had never 
grouped all these phenomena in his own mind he- 
fore; but then I suppose people don’t. When it was 
pointed out to him, he did see it and he did sec 
that the saint in him and the sinner in him had fo 
be reconciled and come to terms .and lie atoned, if 
he wanted to become an integrated human Ixring. 

Tlic next thing that happened was that he sent 
for his fiancee, confessed all, and was forgiven. He 


made a rapid and uninterrupted progress from tlien 
onivards. 

Two years later 1 ran into him again, and he 
was simply crackling with good health. But I 
noticed he did not introduce me to the girl he had 
with him, I couldn’t help wondering whether the 
saint hadn’t mixed a little too freely with the sin- 
ner, and ended up like the young lady from Riga. 

rAN’TAStA 

F rom a particular and completely unvarnished 
history 1 wish to turn to a blended version of 
several cases which had sufficient points in common 
for this operation. Here is an e.xtract from an arti- 
cle 1 published pseuclonymously just before the 
war: 

“The most hopeless case is the one who exhibits 
what T call the ‘Dornford Yates syndrome.’ She 
(and it’s nearly always a she) really believes that 
somewhere round the corner there exists su^'h a 
world as that gifted writer portrays in his deIiriou.s 
fantasies: a world where women are worshipped 
from the crowns of their heads to their glittering 
insteps by clenn-limi)cd leisured sportsmen with a 
taste for witty philandering: where every lawn is 
centuries old and every car a Rolls. It is a make- 
iKlieve world wc create whenever wc put on eve- 
ning dress and smoke cig.irs and bch.ivc a little 
above ourselves; but most of us accept the two- 
penny bus-ride b.ack to reality with something like 
relief. 

“The ‘D. Y. S.’ not only believes it exists, but 
that it is her rightful kingdom from which she is 
exiled. Disabling illness of any kind provides an 
escape from reality into a world which matches her 
fantasy. On her admission to a nursing-home or 
sanatorium she enters her kingdm — or should 1 
say queendom? Enthroned in l>cd, she gains the 
power and the glor)' about which hitherto she has 
only been able to dream. Meticulous service she 
exacts from all who attend her. Visitors, inquiries, 
gifts of flowers, and exciting negligees all heighten 
the illusion. Her rapid unpopularity among the 
other patients is, of course, rationalized. ‘The other 
patients dislike me, my dear, simply because the 
doctors make rather a favourite of me,’ confided a 
Queen ^fc to a newcomer (who went to the trou- 
ble of ascertaining if it were true!) — ‘I have never 
Ixrcn so neglected in my life,’ she once snapped at 
a goggling floor-maid, and added, skilfully avoid- 
ing undcrsiatcnicni, ‘hut then at home I had seven 
servants.’ — 'Really, mum, would that be all to- 
gether or one after another.^’ innocently asked the 
floor-maid; and was reported for impertinence. 
"Reality has an uncomfortable way of breaking 



3i8 


POSTGRADUATE MEDICINE 


through the best fantasies, and when it does,, the 
, time has come to move to another establishment, 
bearing horrific tales of the short-comings of the 
last one which forced the patient to abdicate. 

“Now, the striking feature about cases of this 
kind is not that the disease runs a sluggish and 
protracted course, but that all attempts at adjuvant 
treatment seemed doomed. A malign Fate seems at 
work. A dramatic improvement once occurred 
when a husband’s interest was found to be straying 
elsewhere. . . . But it might equally well have 
caused a dramatic decline, so it is not to be advo- 
cated. She is, after all, the victim of a disorder 
more intractable even than her tuberculosis, which 
is in comparison only a stage-property. She is per- 
fectly adjusted to being an invalid, so why should 
she get well?” 

PSYCHOLOGICAL ASSISTANCE 

I N GENERAL practice, having decided an illness 
is functional and psychopathological in origin, 
one is faced with the problem — what is to be done 
about it ? It is profoundly difficult to bring home to 
a patient one’s conviction that he has within him 
a “black spot, not so big as a pin’s head, but wait- 
ing to spread and destroy him in the fullness of 
time” — when the black spot is neither cancer nor 
tubercle but — ^Fear. Unless seriously distressed, pa- 
tients in private practice are apt to take umbrage 
at the mere suggestion that they should undergo 
any systematic psychological treatment. It is an 
aspersion on their sanity. But delicate, difficult, and 
disagreeable as the task may prove, such a patient 
must have it brought home to him that he is sick 
at heart as well as in body, and that he can be 
helped to help himself. Before anything can be 
attempted he must become aware of a need for 
help and feel a genuine desire for it. Only then 
will he cooperate without doubts and misgivings. 

Personally, I have found that dream analysis 
meets most situations, if you have the time; and 
in sanatorium practice you have plenty of time. It 
starts off like playing a new game, but soon be- 
comes more and more engrossing and deeper and 
deeper in its effect, and eventually the patient gets 
the knack of analyzing his own dreams with a 
minimum of guidance. In fact, he does all the 
work, and in my happy experience, at this stage 
your presence is almost purely catalytic. If your 
suggestion misses the mark, it bounces off and is 


ignored. You have done no harm. But if you hit 
the gold, it “brings him up all standing and car- 
ries away his bob-stay”; or perhaps, better still, 
your suggestion is angrily repudiated, resisted, and 
rejected. But you have sown the seed, and it is 
only a matter of time before it flowers. 

A discontented ex-patient, who was living alone 
in lodgings in the village (rather than go home to 
her mother, putting off the evil day), used to come 
up to see me twice a week. Her mother was her 
chief immediate problefn. The mother was a deaf 
and dowdy earnest woman who rather disliked her 
darling daughter but did not know it. The darling 
daughter detested her mother, knew it, and gloried 
in it. 

One day the girl was pouring out a long dream 
with her own running commentary, but my mind 
was elsewhere. The village amateur dramatic so- 
ciety, I knew, was about to start work — just the 
thing for her! Give her a chance to meet some peo- 
ple purposefully and not merely socially. She’d be 
able to give herself a much-needed rest for two or 
three evenings a week. Impulsively I blurted out, 
“Are you interested in amateur theatricals?” “I 
loathe amateur theatricals,” she replied. “Why?” 
“All right, all right. Don’t snap my head off. 
Nothing, nothing. Go on. I’m listening.” 

Next time she came to see me, she said, “Sorry 
I was dense. The penny didn’t drop until the 
next day. I know now why you asked me about 
amateur acting. It’s perfectly true; I am dramatiz- 
ing myself the whole time. I never realized it 
before. What can I do about it? I find I’m doing it 
the whole time, blast you.” For the first time she 
was completely natural. 

And that is the way of it. Very often one’s most 
cryptic utterances, which one could not explain or 
defend if challenged, may bear fruit. 

In my next case I used dream analysis and un- 
earthed material I could not possibly have got any 
other way, for the patient was intelligent and in- 
tellectual and had an almost maddening amount 
of poise. 

She had read more Freud than I had, and 
thought there was a tremendous lot in it — applied 
to other people. By his standards she judged herself 
to be pretty well all right. This patient was a doc- 
tor’s wife and therefore had not been diagnosed 
until both her lungs had become pretty extensively 
excavated. She was treated with bilateral A. P- S-) 
adhesions were cauterized on both sides, and from . 
the viewpoint of pure lung-carpentry we achieved 
what we wanted. But she did not heal. 

Her dreams showed clearly that her marriage 
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was a failure — more, that it was in effect her wast- 
ing disease of which her tuberculosis was a somatic 
expression. She^had never admitted that she was 
ill-mated, even to herself. Her husband, who had a 
touch of the Asiatic in his blood, was an expert 
and experienced love-maker. One moment he fas- 
cinated and terrified her by his ruthlcssness, and 
the next could put on a "hurt small boy” act which 
never failed to arouse her motherly feelings. At 
every turn she was completely in his power and 
completely frustrated from being herself when he 
was about. 

One dream I would like to relate without com- 
ment. She was fishing in clear, deep water from 
the lower steps of a jetty, when suddenly a sort of 
Loch Ness monster reared its ugly head and rushed 
across the bay straight at her. She turned, scream- 
ing in terror, and fled up the steps to me, who was 
standing at the top, and awoke. 

Eventually she decided to divorce her husband 
for cruelty, both mental and physical, for which 
she had a very good case, and her papers were sent 
in. Her tuberculosis which had hung fire all these 
months began to get better. 

The case was defended and lasted three days. 
She had a gruelling time in the box, for her ruth- 
less husband had left no sof.Kushion unturned in 
his search for letters of one sort or another with 
which to bolster up his counter-evidence. S!»e came 
through well and won hands down. 

After the decree nisi she was forced to have 
embarrassing dealings with her ex-husband con- 
cerning the welfare of their joint children, and her 
emotions towards him were ratlicr confused. He 
was so charming, courteous, and considerate. 

She continued to send me her dreams with hci 
own interpretations for my comments. And this 
is the last one she sent me. She was fishing in deep, 
clear water from the lower steps of a jetty, as in 
the other dream, but on the other side facing cast 
instead of west. Suddenly a sort of Loch Ness 
monster reared its ugly head and rushed across tltc 
bay at her. She turned, screaming in terror, and 
was about to flee up the steps, when she heard me 
chuckling with amusement. So she stood her 
ground and seized the monster in both hands. It 
shrank and shrank until it was a poor little irides- 
cent minnow in the palm of one hand. She gently 
threw It back into the water. 

(I will comment on this second dream. I think 
it pretty decent of her unconscious to drop us a 
line to let us know how we arc getting on.) 

She married again, this time a man more her 
own weight, somebody who laughs at the same 
things as she does, and her tuberculosis is arrested. 


IMPPINESS IS NOT ENOUGH 

T O .ME, concerned with getting people to over- 
come tuberculosis by fair means or foul, that 
case strengthens my belief that a change of heart 
and a change of circumstances must be necessary 
before healing will proceed. My next one shows 
the effect of change of circumstances alone: 

Peggy had an unfortunate early history. She 
never knew her father, her motlier died when she 
was fourteen, and from then onwards she was self- 
supporting. She was in turn parlor-maid, cook, 
chorus girl, shop girl, mannequin, and glamor girl. 
She worked her way out to Canada as a stewardess 
and back again when she’d had enough. She then 
married a rather worthless playboy racing-motorist 
who was pretty poor, both in money-sense and 
woman-sense. She had to sell her jewels to keep 
him, and to work in a hat-shop to earn the rent 
for their flat. He contributed nothing unless he 
backed a winner with his pocket-money, when they 
blued it with the greatest enjoyment. It was only 
when he diverted her hard-earned rent to another 
woman’s lap that she protested, walked out on him, 
and put In her papers for a divorce. 

We next find her settled down comfortably as a 
young farmer’s wife, leading a happy outdoor life, 
riding, rearing, and breaking in colts, tending the 
poultry-farm, and having lovely fun in the kitchen. 
It was an idyllic existence. The young couple were 
deeply in love with each other and the young 
farmer lavished all the good things on her lltai she 
had lacked before. 

.After a couple of years she developed a small 
patch in one lung and reddening of one arytenoid. 
These were discovered almost accidentally, one 
might say, owing to the thoroughness of her gen- 
eral practitioner; for there were no physical signs. 
It was for other symptoms she consulted him. She 
was six weeks’ pregnant. In accordance with gen- 
eral usage she was advised to have therapeutic 
.abortion, and this was done. After which no time 
was lost getting her under sanatorium treatment, 
where she was put on absolute rest. 

From the hardships site had gone through she 
might have been by now a hard-bitten, disillusioned 
young woman; but she was not. She was one of the 
sunniest and sweetest young women I have ever 
met. Nothing disturbed her infectious gaity. She 
bubbled with fun and friendliness. Evcrybotly fell 
for her, women in particular. She had managed to 
acquire and clierish some delight in poetry, music, 
and sketching. She was the adored adopted aunt of 
about half a dozen children. 

Her tuberculosis spread in both lungs, larynx, 
and trachea. Eaclt x-ray film showed advancing 



POSTGRADUATE MEDICINE 


318 

through the best fantasies, and when it does,, the 
time has come to move to another establishment, 
bearing horrific tales of the short-comings of the 
last one which forced the patient to abdicate. 

“Now, the striking feature about cases of this 
kind is not that the disease runs a sluggish and 
protracted course, but that all attempts at adjuvant 
treatment seemed doomed. A malign Fate seems at 
work. A dramatic improvement once occurred 
when a husband’s interest was found to be straying 
elsewhere. . . . But it might equally well have 
caused a dramatic decline, so it is not to be advo- 
cated. She is, after all, the victim of a disorder 
more intractable even than her tuberculosis, which 
is in comparison only a stage-property. She is per- 
fectly adjusted to being an invalid, so why should 
she get well?” 

PSYCHOLOGICAL ASSISTANCE 

I N GENERAL practice, having decided an illness 
is functional and psychopathological in origin, 
one is faced with the problem — what is to be done 
about it? It is profoundly difficult to bring home to 
a patient one’s conviction that he has within him 
a “black spot, not so big as a pin’s head, but wait- 
ing to spread and destroy him in the fullness of 
time” — when the black spot is neither cancer nor 
tubercle but — ^Fear. Unless seriously distressed, pa- 
tients in private practice are apt to take umbrage 
at the mere suggestion that they should undergo 
any systematic psychological treatment. It is an 
aspersion on their sanity. But delicate, difficult, and 
disagreeable as the task may prove, such a patient 
must have it brought home to him that he is sick 
at heart as well as in body, and that he can be 
helped to help himself. Before anything can be 
attempted he must become aware of a need for 
help and feel a genuine desire for it. Only then 
will he cooperate without doubts and misgivings. 

Personally, I have found that dream analysis 
meets most situations, if you have the time; and 
in sanatorium practice you have plenty of time. It 
starts off like playing a new game, but soon be- 
comes more and more engrossing and deeper and 
deeper in its effect, and eventually the patient gets 
the knack of analyzing his own .dreams with a 
minimum of guidance. In fact, he does all the 
work, and in my happy experience, at this stage 
your presence is almost purely catalytic. If your 
suggestion misses the mark, it bounces off and is 


ignored. You have done no harm. But if you hit 
the gold, it “brings him up all standing and car- 
ries away his bob-stay”; or perhaps, better still, 
your suggestion is angrily repudiated, resisted, and 
rejected. But you have sown the seed, and it is 
only a matter of time before it flowers. 

A discontented ex-patient, who was living alone 
in lodgings in the village (rather than go home to 
her mother, putting off the evil day), used to come 
up to see me twice a week. Her mother was her 
chief immediate problefn. The mother was a deaf 
and dowdy earnest woman who rather disliked her 
darling daughter but did not know it. The darling 
daughter detested her mother, knew it, and gloried 
in it. 

One day the girl was pouring out a long dream 
with her own running commentary, but my mind 
was elsewhere. The village amateur dramatic so- 
ciety, I knew, was about to start work— just the 
thing for her! Give her a chance to meet some peo- 
ple purposefully and not merely socially. She’d be 
able to give herself a much-needed rest for two or 
three evenings a week. Impulsively I blurted out, 
“Are you interested in amateur theatricals?” “I 
loathe amateur theatricals,” she replied. “Why?” 
“All right, all right. Don’t snap my head off. 
Nothing, nothing. Go on. I’m listening.” 

Next time she came to see me, she said, “Sorry 
I was dense. The penny didn’t drop until the 
next day. I know now why you asked me about 
amateur acting. It’s perfectly true; I am dramatiz- 
ing myself the whole time. I never realized )t 
before. What can I do about it? I find I’m doing it 
the whole time, blast you.” For the first time she 
was completely natural. 

And that is the way of it. Very often one’s most 
cryptic utterances, which one could not explain or 
defend if challenged, may bear fruit. 

In my next case I used dream analysis and un- 
earthed material I could not possibly have got any 
other way, for the patient was intelligent and in- 
tellectual and had an almost maddening amount 
of poise. 

She had read more Freud than I had, and 
thought there was a tremendous lot in it— applied 
to other people. By his standards she judged herself 
to be pretty w'ell all right. This patient was a doc- 
tor’s wife and therefore had not been diagnosed 
until both her lungs had become pretty extensively 
excavated. She was treated with bilateral A. P- S., 
adhesions were cauterized on both sides, and from . 
the viewpoint of pure lung-carpentry we achieved 
what we wanted. But she did not heal. 

Her dreams showed clearly that her marriage 
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was a failure^ — more, that it was in effect her wast- 
ing disease of which her tuberculosis was a somatic 
expression. Shejiad never admiiied that she w'as 
ill-mated, even to herself. Her husband, who had a 
touch of the Asiatic in liis blood, was an expert 
and experienced lovc-inaker. One moment he fas- 
cinated and terrified her by his ruihlessncss, and 
the next could put on a “hurt small boy” act which 
never failed to arouse her motherly feelings. At 
every turn she w’as completely in his power and 
completely frustrated from Ijeing herself when he 
was about. 

One dream I would like to relate without com- 
ment. She was fislu'ng in dear, deep water from 
the lower steps of a jetty, when suddenly a sort of 
Loch Ness monster reared its ugly head and rushed 
across the bay straight at her. She turned, scrc.am- 
ing in terror, and fled up the steps to me, who was 
standing at the top, and awoke. 

Eventually she decided to divorce her husband 
for cruelty, both mental and physical, for which 
she had a very good case, and her papers were sent 
in. Her tuberculosis which had hung fire all these 
months began to get better. 

Tlte case was defended and lasted three days. 
She had a gruelling time in the box, for her ruth- 
less husband had left no sofa-cushion unturned in 
his search for letters of one sort or another with 
which to bolster up his counter-evidence. She came 
through well and won hands down. 

After the decree nisi she was forced to have 
embarrassing dealings with her ex-husband con- 
cerning the welfare of their joint children, and her 
emotions towards him were rather confused. He 
was so charming, courteous, and considerate. 

She continued to send me her dreams with her 
pwn interpretations for my comments. And this 
is the last one she sent me. She was fishing in deep, 
clear water from the lower steps of a jetty, as in 
the other dream, but on the other side facing cast 
instead of west. Suddenly a sort of Loch Ness 
monster reared its ugly head and rushed across the 
bay at her. She turned, screaming in terror, and 
was about to flee up the steps, when she heard me 
chuckling with amusement. So she stood her 
ground and seized the monster in both hands. It 
shrank and shrank until it was a poor little irides- 
cent minnow in the palm of one hand. She gently 
threw it back into the water. 

(I triil comment on this second dream. I think 
tc pretty decent o£ her unconscious to drop us a 
line to let us know how wc arc getting on.) 

Site married again, this time a man more her 
own weight, somebody who laughs at the .same 
things as she docs, and her tuberculosis is arrested. 


HAPPINESS IS NOT ENOUGH 

T O siE, concerned with getting people to over- 
come tuberculosis by fair means or foul, that 
case strengthens my belief that a change of heart 
and a change of circumstances must be necessary 
before healing will proceed. My next one shows 
the effect of change of circumstances alone: 

Peggy had an unfortunate early history’. She 
never knew her father, her mother died when slie 
was fourteen, and from then onwards she was self- 
supporting. She was in turn parlor-maid, cook, 
chorus girl, shop girl, mannequin, and glamor girl. 
She worked her way out to Canada as a stewardess 
and back again when she’d had enough. She then 
married a rather worthless playboy racing-motorist 
who was pretty poor, both in money-sense and 
woman-sense. She had to sell her jewels to keep 
him, and to work in a hat-shop to earn the rent 
for their flat. He contributed nothing unless he 
backed a winner with his pocket-money, when they 
blued it with the greatest enjoyment. It was only 
when he diverted her hard-earned rent to another 
woman’s lap that she protested, walked out on him, 
and put in her papers for a divorce. 

We next find her settled down comfortably as a 
young farmer’s wife, leading a happy outdoor life, 
riding, rearing, and breaking in colts, tending the 
poultry-farm, and having lovely fun in the kitchen. 
It was an idyllic existence. The young couple svcrc 
deeply in love with each other and the young 
farmer lavished all the good things on her that she 
bad lacked before. 

After a couple of years she developed a small 
patch in one lung and reddening of one arytenoid. 
These were discovered almost accidentally, one 
might say, owing to the thoroughness of licr gen- 
eral practitioner; for there were no physical signs. 
It was for other symptoms she consulted him. She 
was six weeks’ pregnant. In accordance with gen- 
eral usage she was advised to have therapeutic 
abortion, and this was done. After which no time 
was lost getting her under sanatorium treatment, 
where she was put on absolute rest. 

From the hardships she had gone through she 
might have Ikcr by now a h.Trd-bittcn, disillusioned 
young Woman; but she was not. Site was one of the 
sunniest and sweetest young women I have ever 
met. Nothing disturbed her infectious gaily. She 
bubbled with fun and friendliness. Everybody fell 
for her, women In particular. She had managed to 
acquire and cherish some delight in poetry, music, 
and sketching. She was the adored adopted aunt of 
about h.tlf a dozen cliildrcn. 

Her tuberculosis spread in both lungs, larynx, 
and trachc.i. Each x-ray film showed advancing 
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shadows, until each lung looked like a snowstorm. 
She had to talk in whispers, and her swallowing 
of food was painful to watch. It was evident that 
she was going to die, and that nothing could be 
done. 

A tveek or so before the end she developed a 
strong positive transference towards ine; so I took 
to sitting with her at night when her dyspnoea 
frightened her, until her opiate look effect and she 
dropped off to sleep. 

It was then that I learned her history and her 
bewildered attitude towards it. Her divorce had 
never gone through; so she had never been able 
to marry Bill, the young farmer. But that didn’t 
worry her in the least; to her it was perfectly nat- 
ural and right that she should make him happy. 
There was no feeling of guilt. She adored him; 
and her life with him and the horses, the ducks, 
and the goats was idyllic — but it was somehow 
unreal. Even had she been legally married to Bill, 
she would have continued to feel that her first 
unhappy marri.age was the real one. Miserable and 
exasperated often, insecure always as she had been 
with the playboy, it was the small memories of 
midnight feasts — of a stray kitten they adopted on 
Christmas Eve and played with on the bed — it was 
memories like these that kept crowding in now. 
.\nd then she said something startling. Without 
rancor or self-pity, without question and with com- 
plete acceptance, she said, “It looks as if I have a 
need to suffer.’’ She died that night. There was no 
mistake about the dose of morphia. 

I feel that her history is tvorth giving in some 
detail, because it has features in common with two 
other women patients. In all three cases there had 
heen an unhappy but curiously vital first marriage, 
and a brief glimpse of happiness and security in 
a second unlegalised alliance, xvhich seemed to 
them unreal and dreamlike in comparison. In all 
three the disease was diagnosed early and brought 
early to treatment without avail. They all lost 
their good looks and became skull-faced, with 
bodies and legs bloated with edema. All three 
had sweet sunny dispositions, which persisted im- 
dimmed to the end in spite of their afflictions. 

N.VTURE of the DISE.^SE 

M V TENTATivT. conclusions are that patients who 
develop pulmonary tuberculosis in the ab- 
sence of any classical physical environmental causes 
often do so because of disease in their psychological 
environment— their relation to themselves or to 
the world outside. 


We are all agreed that certain physical distress- 
ing circumstances lower a patient’s resistance to 
disease, but that is only an empirical phase to 
cover everyday experience. We really know noth- 
ing yet about the biochemical tissue changes (if 
any) that are involved when “resistance is low- 
ered.” We are only saying really that the soil is 
being made ready for the seed. The patient’s tis- 
sues are ready to be diseased. In psychological dis- 
tress the patient as a whole is ready to be ill- 
in fact, is ill already. And the ubiquitous bacilli 
both endogenous and exogenous are there ready 
to oblige. 

This is tantamount to saying that tuberculosis 
provides means for a flight from frustration, for 
self-punishment and all those other dark urges 
which are continually shipwrecking our best be- 
havior. I believe this, Avith half of me; but my 
alter or super ego Avould like to have mathe- 
matical confirmation. I cannot be w'hole-hearted 
until Ave can measure in grams per liter the pres- 
ence or absence of disease-resisting substances in 
the body fluids. 

Even if we cannot accept that thesis fully, 1 
think AA'e must agree to the generalization th.it 
ev’ery individual reacts to a disease according to 
his personality; from Avhich it must folloAV that 
the psychoneurotic, Avhen given a touch of tuber- 
culosis, Avill exploit his disease process to suit his 
pattern of living — or of dying. Moreover, such a 
patient may develop a secondary reactive pet' 
sonality, of Avhich the disease is a complementary 
and necessary part, as in the “Dornford Yates 
syndrome” I described earlier. 

Obviously, if such a patient is to recover from 
his tuberculosis, Ave must treat more than the local 
lesions and the toxic manifestations. His concur- 
rent psychological disease must be alleviated, and 
alleviated in good time, if he is to recover and not 
become chronic or incurable. Time itself is noto- 
riously a great healer in cases of emotional malad- 
justment that are not basic. The period of retreat 
in a sanatorium — that mother figure — brings about 
changes in both the inner and outer lives of many, 
probably most patients. They overcome the disease 
Avhen they are ready. But for quite a few cases it 
Avould be as Avell if psychiatric help and guidance 
AA'ere at hand to expedite their readjustment. 



New Drugs 

Information published in this department has been supplied by the manufacturers of the products described. 


FOLIC ACID 

(Squibb Therapeutic Formula-Modified and Squibb 
SjKcial Formula-Modified) 
purpose: Bone marrow stimulant. 
composition: Each capsule of Therapeutic Formula- 
Modified contains: 



Units 


Mg. 

Vitamin A 

25,000 

Riboflavin 

5 

Vitamin D 

1,000 

N.acinamide 

150 


Mg. 

Ascorbic acid 

150 

Thiamine HCL 10 

Folic acid 

S 

Each capsule of Special Formula-Modified contains: 


Units 


Mg. 

Vitamin A 

5000 

Ribofl.nvin 

3 

Vitamin D 

800 

Niacinamide 

20 


Mg. 

Ascorbic acid 

75 

I 

Thiamine HCL 3 

Folic acid 


INDICATIONS FOR USE: Thcrapcutic Formula-Modified 
for treatment for deficiency states associated with 
certain macrocytic anemias. Sf>ecial Formula-Modi- 
fied for maintenance therapy. 

DOSAGE AND .METHOD OF ADMINISTRATION: By prescrip- 
tion. 

HOW supplied: Therapeutic Formula-Modified — Bot- 
tle of too, $22; bottle oJ t,ooo. $r<;8. Special Form- 
ula-Modified— Bottle of roo, Sfi.77: bottle of 1,000, 
I63.30. 

producer: E. R. Squibb & Sons, New York 22, N. Y. 

MULSAVITE 

purpose: To provide a therapeutic multivitamin 
prep.iration permitting prescription of any multiple 
of five times the minimal daily requirements. 

co.mposition: Each capsule contains: 



Units 

Mg. 

Vitamin A 

20,000 

Pyridoxine 


Vitamin D 

2,000 

Hydrochloride 

Calcium 

1 


Mg. 

oantothcnalc 

10 

Thiamine 

Ni.icinamidc 

50 

Hvtlrochloride 5 

Ascorbic acid 

150 

Riboflavin 

lO 

Mixed tocooherols 

10 


INDICATIONS roR t’sc: Conditions requiring multi- 
vitamin therapy. 

DOSAGE AND METHOD OF ADMINISTRATION: By prescrip- 
tion of the physician. 

HOW supplied: In bottles of 30 and ^500 capsules. 
pRODiTcr.K: Sharp & Dolunc, Inc., Philadelphia 1, Pa. 


ESTROGEN-PROGESTERONE SOLUTION 
puRposF.: Combined estrogen-progesterone therapy. 
composition: Each cc. of solution contains: 

Natural estrogenic substance 20,000 l.U. 

Crystalline progesterone 10 mg. 

description: The hormones arc carried in sesame oil 
with chlorobutanol added as a presersative. 
INDICATIONS FOR USE: III treatment of secondary 
amenorrhea (Zondek’s technic), of habitual abortion 
according to Vaux and Rakoff. Menorrhagia and 
ovarian failure frequently respond to therapy with 
the combined hormones. 

DOSAGE .AND METHODS OF ADMINISTRATION: In treatment 
of amenorrhea, i cc. is injected intramuscularly 
for 2 to 5 days. In treatment of habitual abortion, 
I cc. is injected iniramuscularlv 2 or 3 times weekly 
from the fourth to the tenth week of gestation. In 
menorrhagia, i cc. is given for 2 to 5 days. Dosage 
for ovarian failure should be individualized. 
cautions: This preparation should not be used if 
needle therapy is contraindicated or if underlying 
pathology precludes its successful use. 

HOW supplied: In 5 cc. rubber capped multiple do.se 
vials. 

producer: George A. Breon Sa C Kansas City 10, 
Mo. 


SEA RLE HYDRYLLIN 

purpose: An antihistamine for allergic manifestations. 

co.MposmoN; 25 mg. (% grain) of Searle Diphen- 
hydramine and TOO mg. (i!4 grains) of Searle 
Aminophyllin. 

description; lliis histamine antagonist, Searle Hydryl- 
lin, combines two therai^rutically cfTcclive agents — 
diphenhydramine and Aminophyllin. Diphenhy- 
dramine is the name accepted by the Council on 
Pharmacy and Chemistry of the American Medical 
Association for /3-dimeihylaminoclhyl henzohydryl 
ether. Hydryllin has the advantage over other anii- 
histaminics in that in addition to containing di- 
phenhydramine, it .also furnishes the well-known 
stimulating and spasmolytic effects of Searle Amino- 
phyllin. Searle Aminophyllin is definitely spasmo- 
lytic in action and Searle Diphenhydramine is anti- 
hisiaminic. The diphenhydramine and Searle 
Aminophyllin, as optimally combined in Hydryllin, 
were so combined as to curtail, or at least appre- 
ciahly diminish, the depression (drowsiness and las- 
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situde) incident to the use of diphenhydramine 
hydrochloride alone. 

INDICATIONS TOR xisEt HydrylUn has been found effec- 
tive in all allergic conditions in which antihista- 
minics are indicated; for example, urticaria, hay 
fever, allergic rhinitis, allergic rhinitis with asthma, 
asthma and atopic and eczematous dermatitis. 

dosage: The recommended dosage, preceded by a test 
dose of one tablet, is one or two tablets three or 
four times daily. The minimal dose should always 
be used which will relieve the symptoms. 

HOW supplied; Hydryllin is supplied in bottles of loo 
tablets. 

producer: G. D. Searle & Co., Chicago 8o, 111 . 


CASEIN HYDROLYSATE 

purpose: To provide aU the essendal amino acids, as 
well as peptides and polypeptides in a preparation 
of high nutritive value 
composition: 


Essential Amino Acids: 


Arginine* 

2.9^0 

Phenylalanine 

4.6% 

Lysine 

6.7^0 

Valine 

5.9% 

Tryptophane 

1.1% 

Methionine 

2.7% 

Threonine 

4 - 3 % 

Isoleucine 

5.9% 

Histidine* 

2.7% Leucine 
also 

8.7% 

Cystine 

0.4% 

Tyrosine 

2.8% 

Total Nitrogen 

13 - 5 % 

Carbohydrate 

0.0% 

Amino Nitrogen 

3.4% 

Fat 

0.0% 

Sodium 

2.0% 

Calories/ gram 

3.8 

Total Ash 
Moisture 

5.4% 

4.0% 

Calories/ounce 

1 1 0.0 

Purines, including nucleic acid — None. 
’Authorities differ as to essentiality in man. 



description; Fine granular solid, light buff in color. 


INDICATIONS POR USE; 

Established: 

1. To promote wound healing and convalescence 
by replacing loss of tissue and blood proteins 
in injury, including severe burns, or in acute or 
chronic, disease. 

2. To hasten the establishment of positive nitrogen 
balance postoperatively by rapid replacement of 
the nitrogen losses which have been described 
as toxic destruction of nitrogen. 

3. To increase the resistance of surgical patients by 
establishing normal plasma globulin patterns. 

4. To facilitate the management of patients with 
gastrointestinal disturbances by providing ef- 
fective protein nutrition. 

dosage and administration: 

Dosage is determined individually for each patient 

on basis of diagnosis, physical condition and weight. 


Casein Hydrolysate is intended for oral administra- 
tion, but because it is completely soluble it may 
also be administered by tube, either by mouth or 
rectally. It should not be administered parenterally. 
cautions: 

For patients who take little or no other food, car- 
bohydrate should be added to the hydrolysate, up to 
an amount equal in weight to that of the hydroly- 
sate. To maintain the desired caloric and nutritive 
balance, the proportion of carbohydrate added to 
the hydrolysate should be progressively reduced as 
the caloric intake in natural food increases. 

HOW supplied: One-pound bottles. 

list price: r lb. bottle — $4.75. 

producer; E. R. Squibb & Sons, New York, N. Y. 


BUNESIA 

purpose; Antispasmodic, sedative and antacid. 
composition; Each tablet contains 2.5 mg. homatro- 
pine methylbromide, 20 mg., Butisol sodium (so- 
dium 5-ethyl-5-secondary butyl barbiturate), 300 
mg. magnesium hydroxide, and aromatics. 
indications for use: In treatment of irritable colon, 
peptic ulcer, gastric neurosis, chronic constipation, 
cardiospasm, pylorospasm, and laerophagia. 
dosage and method of administration: Four to six 
tablets a day, depending upon individual require- 
ments. 

HOW supplied: Green bisected tablets in bottles of 
25, 100 and 500. 

producer: McNeil Laboratories, Inc., Philadelphia 
32, Pa. 


STREPTOMYCIN 

purpose: Antibiotic therapy. 

composition: Each vial contains: streptomycin (as 
streptomycin sulfate) — 1 g. 

indications for use: Streptomycin, a basic antibac- 
terial substance obtained from actinomyces griseus 
culture fluid, is effective in the treatment of tulare- 
mia, H. influenzae infections, gram-negative, bacil- 
lary, urinary, or systemic infections with or without 
bacteremia caused by E. coli, Ps. aeruginosa, K- 
pneumoniae, A. aerogenes, and Salmonella group 
of organisms. 

dosage: Intrasmuscular or subcutaneous injections of 
I to 3 g. daily. Intrathecal injections of 50 mg. daily 
may supplement intramuscular injections in H. in- 
fluenza meningitis. 

HOW supplied: In i g. vials. 

producer; The Upjohn Company, Kalamazoo 99, 
Mich. 





A real int at the recent AAf.A. meeting 
was Smith, Kh’nc and French’s i8ih cen- 
lury apothecary shop, valued at $25,000. 
‘ jq nought by the pharmaceutical house from 
n Helen Fenrose, New York antiqviarian, 
m it aiiractcU 14.500 with its genuine old 
H drug jars, scales, earthen jugs, mortars 
H and pestles, demiiohns, and scores of 
H handblown Ixjttlcs. As original prescrip. 
H lion lxx)k of Dr. Joseph Bringhursr, who 
H operated the pharmacy in 1793, svas on 
H display, as well as a copy of the first 
H edition of ‘Tijarmacopocia," and an i8u 


Dispensatory. 


Big-game hunting is an activity 
usually identified with professional 
adventurers, wealthy sportsmen, 
and wild tribesmen. That it need 
not be lim.teJ to these people, 
however, is attested to by the ex- 
periences — and trophies — of Dt. 
Charles E. Boys, surgeon, of Kala- 
mazoo, Michigan. 

From the time Dr. Boys started 
his practice in 1904 until 1925, the 
only vacations he took were from 
two to four weeks each year when 
he would sit in the amphitheatres 
of various clinics to observe clini- 
cal surgery. But in 1925, when he 
was 45 years old, he joined a deer- 
hunting party in upper Michigan 
for his first “real” vacation. 

Similar excursions in successive 
years developed a yearning for 
more distant hunting grounds and 
bigger game. Elk hunting in Wy- 
oming and Montana followed, and 
the doctor managed to bring back 
some good trophies. 

His next objective was On- 
tario, Canada, both east and west 
of Lake Superior, with moose as 
the game sought. Some moose 
were seen, but the “take”' was so 
limited that the next njove was to 
Alberta, Canada, where trips were 
made two different years. Moose 
and deer hunting were better, but 
there was also added the oppor- 
tunity to attain that goal of all big- 
game hunters — mountain sheep 
and goats. 

Then came an interesting hunt- 
ing trip to Chihuahua, Mexico. 
Entering the country from El 
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Paso, Texas, the doctor’s party 
drove south about 200 miles to 
camp in the Sierra Madre Moun- 
tains. From one camp they ob- 
tained deer, antelope, quail, and 
wild turkeys. Bobcat, bear, wild 
boar and mountain lion also were 
to be found but no specimens of 
this latter group were taken. 

On another occasion Dr. Boys , 
motored from Nogales, Arizona to 
Matzatlan, Mexico, in quest of 
jaguar, but the weather was so dry 
that even the trained lion hounds 
could not follow the scent after 
mid-forenoon. The hunt was aban- 
doned and the hunters substituted 
attendance at a bull fight at Mat- 
zatlan, and a sword fishing ven- 
ture at Guaymas. 

Dr. Boys’ next trip was to the 
interior of Alaska, 20 miles up the 
Healy River from the litde town 
of Healy. Camp supplies were 
transported from Healy by a 
wagon team, guided by a drunken 
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driver, for fifteen miles with the 
river bed as the only road. From 
that point supplies were packed 
five more miles to the campsite. 
Sheep were plentiful there and 
each hunter obtained his limit of 
two good heads. 

The following year the doctor 
hunted near Skilak Lake in the 
Kenai Peninsula. To .get there one 
took a boat from Seattle to Se- 
ward, Alaska; the railroad from 
Seward to Anchorage, and a plane 
from Anchorage to Tustamina 
Lake, about a hundred miles 
south; then walked 10 miles to 
camp. 

This was and is the most famous 
moose country in the world. Many 
animals were seen before the guide 
would permit any of the party to 
shoot one. He was jealous about 
the kind of trophies they might 
bring in. From this area. Dr. Boys 
obtained a large bull, a cow, and 
a three-months-old calf, which now 
adorn a cubicle in the Kalamazoo 
Museum as whole mounts. From 
a near-by mountain sheep area, In- 
dian River Canyon, specimens of 
a large ram, ewe, and Iamb were 
obtained and these also have their 
permanent residence as mounts in 
the Kalamazoo museum. 

The two trips to the interior 
of Alaska were followed by two 
others with interval of a year or so, 
to Kodiak Island, in quest of Ko- 
diak bear. A coastal boat provided 
transportation from Seward to 
Larsen Bay cannery, whence the 
hunters were taken by plane to 
Lake Kenai, about thirty miles in- 



Psychiatric Aspects of Therapeutic Abortion 

FRANKLIN G. EBAUGH AND KEITH D. HEUSER 

UNIVERSITY OF COLORADO SCHOOL OF MEDICINE AND HOSPITALS, DENVER 


T he problem of therapeutic abortion has 
never been entirely resolved to the satis- 
faction of many physicians. Social, 
moral, theological, economic, ethical, and legal 
factors combined with professional judgment 
frequently make the problem of interruption 
of pregnancy a complex one. It is felt that no 
doubt many physicians who have an open 
mind on the subject are reluctant to discuss it 
openly not only because they fear the criticism 
of their colleagues but because they have die 
more or less unconscious feeling that if one 
dwells too heavily on the topic, it may give 
the impression that one is carrying on some 
shady uterine manipulations. 


RELIGIOUS ASPECTS 

The religious aspects of abortion are mani- 
fold. Because pregnancy is so closely associated 
with the origin of human life and religious 
dogmas, theological resistances to therapeutic 
abortion of any type are encountered constantly. 
Early Greeks and Romans condoned abortion 
when necessary. In the Jewish Talmud there 
are many admonitions against abortion. 

For centuries the Christian church has taken 


the point of view that pregnancy should not 
be interfered with. Modern-day Protestants, 
however, in general agree that a therapeutic 
abortion is acceptable in order to save the life 
of the mother. On the other hand, the Cath- 
olic church has remained inflexible and ob- 
durate against abortion at any time or for any 
purpose. Perhaps the moral conduct of the in- 
dividual in society is die basic reason religious 
leaders feel so opposed to medical intervention 
with the works of God. 

LEGAL ASPECTS 

In some localities in America physicians ac- 
complishing a therapeutic abortion might do 
well to consult the local statutes, since laws 
have notoriously lagged behind medical science 
and progress. Harris’ has made an excellent 
study of abortion laws. In the vast majority of 
cases the law exempts from prosecution any 
person who procures an abortion for the pur- 
pose of saving the mother’s life whether that 
person is a physician or not. In some instances 
the 1.TW indicates the advisability of medical 
consultation in deciding about an .abortion. 
Since there are far more cases in which the 
future health of the mother, rather than her 
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life, are affected by pregnancy, four states 
make provisions for such a situation— Colorado, 
the District of Columbia, Maryland, and New 
Mexico. 

It is well known that every possible means 
of escape is employed by the attorney for a 
professional abortionist, and not infrequently 
the jury finds the abortionist not guilty despite 
a mass of incriminating evidence. The more ex- 
perienced criminal abortionist makes certain 
that neither the mother nor any of the family 
ever see him. Unless murder is involved, it is 
a fairly safe bet that the abortionist standing 
trial will be acquitted in the majority of cases. 
Very inaccurate and few figures are available 
regarding the convictions for criminal abor- 
tions in the United States. Rongy“ shows that, 
according to the New York County Medical 
Society, only three abortionists- were convicted 
and sentenced during a ten-year period, and 
all three were later pardoned by the governor. 
In many cases, the abortionist who is convicted 


is not a duly licensed physician but an impostor, 
a naturopath, a chiropractor, or a charlatan. 

STATISTICS 

Certainly in the field of abortion, figures are 
more than naive. An estimate of the situation 
has been, given by Taussig,^" who believes that 
about 700,000 abortions occur annually. The 
number of abortion deaths is only partly avail- 
able from the Bureau of the Census, and it has 
been estimated that at least 10,000 young 
women lose their lives annually as a result of 
uterine intervention. In Williams’ Textbo 6 \ 
of Obstetrics the ratio of abortions to confine- 
ments is given as one abortion to four or five 
confinements. 

Bearle' made an analysis of abortion deaths 
in the District of Columbia for the years 1938, 
1939, found 54 women died of 

abortions during that period. In connection 
with 4 of these deaths, i abortionist was tried 
and found guilty, 3 others were exonerated. 
During this period 12 abortionists were brought 
before the grand jury of the District of Colum- 
bia and 7 were indicted, including 2 licensed 
physicians, i forger, i auto mechanic, and i 
post-office clerk. 


ENDOCRINE RELATIONSHIPS 
The interrelationships between the endocrine 
system and emotional tensions and conflicts 
are intimate, complex, and of the greatest psy- 
chosomatic significance. Benedek and Ruben- 
stein” have illustrated that the psychosomatic 
structure of the mature human female is a 
complex one and that a diversity of emotional 
reactions can be correlated with specific varia- 
tions of hormone production. 

T he basic normal pattern of physiologic and 
personality relationships may be stated 
about as follows: Following menstruation there 
is a gradual increase for 10 days to 2 weeks of 
the estrogenic or follicular hormones, and, 
paralleling this in a psychologic manner, there 
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IS an extratensive feeling with interest in the 
opposite sex. After ovulation occurs, the effects 
of the estrogenic hormones are masked by the 
increase of the corpus luteum hormone, proges- 
terone. Psychologically, with an increase of 
progesterone, flightiness, irritability, decrease in 
amount of interest in the opposite sex, and an 
increased interest in the woman herself occurs. 
There is an emotional preparation for nidation 
and motherhood. During the late premenstrual 
period the ego becomes weak. The emotional 
state at this time may be often characterized 
clinically as a depression. Women may be some- 
what retarded, sad, apathetic, indifferent, and 
fatigued, and may show more marked emo- 
tional instability. Psychosomatic reverberations 
sometimes occur during the premenstrual 
phase, such as migraine, gastric distress, con- 
stipation, and skin eruptions. The ultimate goal 
of the se.xual cycle in women is, of course, con- 
ception, pregnancy, and motherhood. The preg- 
nant woman is prepared both physiologically 
and emotionally for her motherhood and for 
her offspring. 

If economic and sociologic pressures from 
outside sources or bodily and mental dise.ise 
of some nature result in the completion of a 
therapeutic abortion and an emptying of the 
uteru.s, then the hormonal levels, physiologic 
processes, and emotions are again reduced to 
the nonpregnant state. Psychosomatic processes 
must then return to a correlation with previous 
nonpregnant hormonal levels. These changes, 
coupled with ideas of guilt, self-depreciation, 
some recurrent preoccupation centering around 
infanticide, and the general theme of “1 let 
them kill my baby,” might well disturb a 
poorly integrated personality even to psychotic 
proportions. 

Feelings of love, admiration, and respect for 
the male partner as a result of pregnancy may 
well be distorted in the aborted woman to 
ruminations of disgust, hate, and disrespect: 
“He gave me a baby and then took it away.” 
The unconscious motivation and the ebb and 
flow of emotions during the readjustment to 
a “normal" sexual nonpregnant cycle may re- 
sult in deeply ingrained feelings of hostility 
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toward the husband. Thus the desire for hetero- 
se.xual experience may be stifled. 

The psychic apparatus, it has been shown, 
reacts strongly to inadequate estrogen produc- 
tion, and the abrupt change to the nonpregnant 
status is usually manifested by many of the 
psychosomatic reverberations listed by Hamil- 
ton.’ Abortions leave a psychologic cicatrix. 

In a follow-up study by Hamilton of the 
psychologic attitude of 100 patients following 
abortion, the following symptoms were found, 
the presence of which before abortion w;is de- 
nied: weakness, tiredness, abdominal pain, 
leukorrhea, depression, backache, constipation, 
abnormal bleeding, urinary dysfunction, head- 
ache, nervousness, fainting. Changes occurred 
in the patients’ attitude towartl the ahortion, to- 
ward their .sexual partners, and toward coitus. 
A general tendency toward depression was 
demonstrated. Forty-three per cent had not re- 
sumed sexual relations as yet. Of 70 patients 
who at the time of the ahortion had e.xpressed 
love for their partner, 15 had changed to mixed 
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emotions or dislike. In 13 cases the sex relation- 
ship which had been responsible for the preg- 
nancy had terminated with feelings of dislike 
on the part of the woman. Of 68 women who 
had stated in the hospital at the time of the 
abortion tliat they found pleasure in coitus, 22 
expressed indifference and 10 expressed dislike 
after return to the home environment. 


L ow hormone levels and psychologic changes 
as the result of a therapeutic abortion may 
be characterized in behavior ranging from a 
regression of the sexual urge to less well-organ- 
ized tendencies such as depression, withdrawal 
from social contacts, self-destructive ideas, hos- 
tility toward masculine objects, or a recurrent 
desire to become pregnant. 

Hormones influence sexual and the maternal 
interest and, conversely, the hormonal level may 
be affected by the emotional state. It is common 
knowledge that emotional disturbance can sup- 
press menstruation. 

Grossesse Nerueuse is a case where a woman 
firmly believes herself to be pregnant and de- 
velops objective symptoms of pregnancy in the 
absence of it. The dramatic way in which all 
the symptoms subside when the patient is in- 
formed she is not pregnant is amazing. 

Spontaneous abortion may occur following 
emotional shock. In attempting to explain the 
actual mechanism, the possibility of hyperemia 
of the uterine vessels must be considered. The 
increased blood flow to the uterus could lead 
to hemorrhage into the decidua or cause a pre- 
mature separation of the placenta. 


FRIGIDITY AND STERILITY 

It has been previously pointed out that not 
infrequently an abortion may leave the woman 
with ambivalent or openly hostile feelings di- 
rected toward her marital partner. This disin- 
terest in coitus may vary from failure to obtain 
an orgasm to a general aversion to coitus. There 
exists a fairly widespread belief among women 
that conception is possible only after a com- 
plete orgasm. Many women remain in a frigid 


or semi-frigid state during coitus and, as the re- 
sult of psychologic and emotional blocking fail 
to allow their physiologic desire to be expressed. 
The cause of this blocking in many instances 
is purely an economic one. “Babies cost too 
much — think of college and. everything.” It is 
true that fear of criticism or ridicule, hostility 
against the partner, or conflicting love objects 
are also frequent etiologic factors causing fri- 
gidity. The fear of pregnancy stemming from 
economic distress and financial concern evi- 
dencing itself in some type of frigidity must, 
however, not be underestimated. 

One of the sequelae of frigidity may be 
sterility. A psychogenic resistance to pregnancy 
can certainly influence the course of conception 
or pregnancy in an unfortunate way, probably 
by influencing muscular, circulatory, hormonal, 
and metabolic processes. 

Orr‘“ believes that in cases in which women 
have become pregnant after years of sterility, 
the emotional change following the adoption 
or the decision to adopt a child makes psycho- 
genic sterility a probable clinical entity. The in- 
fluence of psychic factors on hormonal and 
endocrinologic processes further substantiates 
such a possibility. Whether the musculature of 
the uterus is subject to psychic influences or not 
is still open to debate. Premature labor not in- 
frequently may occur after a sudden fright, so 
it is assumed that the uterine musculature may 
possess some reflex activity resulting from emo- 
tional excitability. 


INDICATIONS FOR THERAPEUTIC ABORTION , 

It is not within the scope of this paper <0 
discuss in detail the many indications for the 
performance of a therapeutic abortion. Kuder 
and Finn^" have made a report based upon the 
experience of the New York Lying-in Hospital, 
from September 1932 through December 19431 
with 280 pregnancies which were interrupted 
for therapeutic reasons. Toxemia and cardiac 
disease accounted for 58.2 per cent of all the in- 
terruptions. Pulmonary and urologic disease 
accounted for 20.7 per cent and neurologic and 
psychiatric disease, 5.7 per cent. Of pregnancies 
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interrupted for neurologic and psychiatric 
reasons, the majority were for manic depres- 
sive psychoses; 3 were for epilepsy along with 
extenuating circumstances, and 3 for far- 
advanced cases of multiple sclerosis. 

The authors reviewed 29 cases of therapeutic 
abortions performed at the Colorado General 
and Colorado Psychopathic Hospital between 
January 1937 and January igi\ 6 , and the results 
are set forth in Table i. 


TABLE 1 


Gruup 

.Number 
of Cases 

Vet 

Ixnt 

Ttacmia 

6 

20.7 

Cardiac disease... . . 

5 

» 7 S 

Pulmonary disease . . 

4 

13-8 

UroloRic disease 


10.3 

Neurologic and psjchiatric disease . 

5 

■ 7-5 

Medical (liscasc 


6.8 

Kmlomciritis 

2 

6.8 

Carcinoma of die cervix 

, , 1 


Deformed fraciured pelvis 

1 

^■4 

Total 

29 

100.0 


A therapeutic abortion was performed on tlie 
following cases of neurologic and psychiatric 
disease: (i) grand mal epilepsy with psycho- 
pathic personality, (2) obsessive, compulsive 
ruminative state superimposed upon psycho- 
pathic personality coupled with pernicious 
vomiting of pregnancy; (3) mental retarda- 
tion with choreo-athetosis; (4) Friedreich’s 
ataxia; and (5) recurrent schizophrenia. 

In 1937 the University of Colorado School 
of Medicine and Hospitals formed an Abor- 
tion Committee to handle the discussion and 
decision of cases presented for consideration 
for a therapeutic abortion. This committee con- 
sists of a professor of medicine, a professor of 
obstetrics and gynecology, and also a professor 
of psychiatry. 

Each consultant gives his decision on the 
cases and signs his written opinion. This spread 
of authority prevents any physician from abus- 
ing the procedure or utilizing it for selfish 
gain; it also protects the individual physician 
since there is a group opinion. 


I N CONSIDERING the indications for therapeutic 
abortion in neurologic and psychiatric dis- 
ease, one is at the outset confronted with the 
complex problem of heredity, genetics, and 
constitutional factors. Genetic aspects of person- 
ality are complex because a personality is a 
somesvhat intangible entity and is not subject to 
rigid types of yardstick measurement. The age- 
old controversy of heredity versus environment 
will not be re-hashed here; however, abnormal 
personalities with social aberration have been 
studied from social and economic aspects. 
Sometimes the degree of social problem pre- 
sented is most marked in the economic sphere. 
There is a tendency for low economic status to 
affect numerous members of the same family. 

Morally, it would be gross stupidity in the 
minds of some for the medical profession to 
condone therapeutic abortion for economic or 
sociologic reasons, yet one cannot help but 
wonder what effect such a policy might be in 
terms of juvenile delinquency, .ilcoholism, 
mental deficiency, suicides, homicides, arrests, 
and the population of our penal and state 
institutions. The chief objections to therapeutic 
abortion for economic reasons would be moral, 
sociologic and, of course, religious. 

The decline of the birth rate is rarely dis- 
puted by anyone. The decline is probably more 
pronounced in the well-to-do families than in 
poor families. Some cugenists feel that the su- 
perior are not propagating themselves and the 
inferior arc. 

Deutsch^ feels that every woman has the 
right to achieve or renounce motherhood and 
that every woman assumes this right emotion- 
ally, whether it is legal or not. The increasing 
entrance of women into social and economic 
activity has characterized the American econ- 
omy for .several decades. As the feeling of the 
individualiy of the woman and her independ- 
ence increase, her aversion to uncontrolled 
child-bearing incrca,ses. 

In a .study of 537 cases of abortion at the 
Bellevue Clinic Hamilton* found that the sin- 
gle, the white, the employed, the native Amer- 
ican, and the more highly educated woman 
was found more frequently in the group who 
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admitted induced abortion than among those 
who denied it. 

The importance of legitimate and illegiti- 
mate pregnancy has played a major role in 
society. The offspring born out of wedlock has 
been branded a bastard, a term of cosmic re- 
buke. This term reflects the vindictive attitude 
of society in general that die offspring should 
be shunned and the mother condemned in 
order to pay for her illicit and secret erotic 
play. Left to herself, many an unmarried preg- 
nant woman would probably not consider hav- 
ing an abortion inasmuch as the unconscious 
desire to bear the child and the maternal in- 
stinct itself are greater than the feelings of 
society. Other single masochistic women may 
utilize an abortion to punish themselves or they 
may carry a deep-seated, masculine-directed 
hostility for years. 

In discussing the indications for therapeutic 
abortion in psychiatry, die ever-present concept 
of constitutional endowment must be men- 
tioned. In the development of a personality, the 
amount and quality of constitutional endow- 
ment must be considered and certainly should 
be emphasized in any case considered for in- 
terruption of pregnancy. 

Medicine has added to constitutional think- 
ing that the physiologic organism must be con- 
sidered as an integrated unit which reacts as 
a whole and not in parts. The psychobiologic 
school of thought has done much to disseminate 
this idea through medical circles. Among the 
psychoanalysts, Franz Alexander of Chicago’ 
has emphasized that for any analytical proce- 
dure to be successful it must deal with the total 
personality. Research along psychosomatic lines 
as performed by Dunbar" re-emphasizes the 
need to include the total over-all personality. 

Myerson’" made a comprehensive study on 
the inheritance of mental diseases. The trans- 
mission of mental disease or the inhertitance 
of insanity is still somewhat ill-defined and a 
subject of discussion and debate. Strecker and 
Ebaugh’" point out that heredity has been over- 
emphasized in evaluating mental disease. It 
has been shown tliat mental illness is only 
slightly higher in families with positive psy- 


chiatric histories than that of the general pop- 
ulation as a whole. 

Lennox" has stated that the underlying con- 
dition of epilepsy is heritable and has found a 
similarity in wave patterns of electroencephalo- 
grams of members of the same family; how- 
ever, less than one-fifth of patients have family 
histories of epilepsy. With the advent of 
dilantin, tridione, and the massive amount of 
research now being carried on with anticon- 
vulsant drugs, the consideration of therapeutic 
abortion in idiopathic epilepsy hardly seems 
quite feasible. 

Huntington’s chorea is definitely known to 
be due to a degenerative process in the brain 
and is inherited as a Mendelian dominant char- 
acter. It may be considered as an indication for 
therapeutic abortion. 

There are apparently still some who dispute 
the etiologic significance of heredity in mental 
deficiency; however, it is usually considered a 
mental disease in which abortion may be geno- 
genically indicated. 

O NE of the clinical “wastebaskets” of psy- 
chiatric nosology and therapy is the psycho- 
pathic personality. Some authors feel that the 
psychopath is an individual inadequately 
equipped from birth; however, an etiology of 
constitutional deficiency remains to be proven. 
A psychopath externalizes his aggression and 
works it out on the environment. Usually at 
an early age, abnormal emotional reactions 
have occurred which have cemented his early 
dislike of the world in general. Psychopathy 
appears to become more and more a socio- 
characterlogical disease rather than a constitu- 
tional one. At the present time there is no 
indication for performing therapeutic abor- 
tion in psychopathy per se. Toxic psychoses 
due to alcohol, drugs, or other exogenous tox- 
ins are rarely, if ever, an indication for thera- 
peutic abortion unless the pregnancy threatens 
the life of the mother. 

There exist very few, if any, psychiatrists who 
are so partial to their work that they would 
feel a therapeutic abortion is indicated in any 
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of the psyclioneurotic reaction types. In a cer- 
tain few selected cases of recurrent schizo- 
phrenia in which tlie illness is of short duration 
and mild depth, tlicrapeutic abortion may at 
times be indicated in order to soften the en- 
vironmental stress as much as possible. 

The mode of inheritance in the manic- 
depressive psychoses is still undetermined, but 
it would appear to be more hereditarily deter- 
mined than the other major reaction types. 
Again, then in certain chosen and selected cases 
of manic-depressive psychoses, the interruption 
of pregnancy may be advisable owing to the 
inability of the patient to care for die child and 
the problems inherent in management, confine- 
ment, and labor. In pregnancy occurring in the 
single young woman with resultant self-guilt 
and self-depreciation, coupled with strong ener- 
getic suicidal drives, the interruption of preg- 
nancy should be carefully considered and e-ich 
case, of course, based on its own merits. Buch- 
ler* feels that it is beyond dispute that spinal 
and cerebral tumors, syringomyelia, progres- 
sive spinal muscular atrophies, hereditary 
chorea, lateral sclerosis, and severe forms of 
epidemic encephalitis form absolute indications 
for abortion. 


SEXUAL EDUCATION 

Psychiatric reflections on the problem of 
abortion must, of course, include to some de- 
gree the problem of sexual education. Many of 
our present-day feelings regarding sexual mat- 
ters are still throwbacks to grandmother and 
her puritanical turned-up nose; whenever sex 
reared its ugly head, it was pushed off into the 
corner to lie hidden, cloaked in all its mystery 
and darkness. Is it possible that our present-day 
thinking regarding abortion is still pedantic 
and locked up in logic-tight compartments? 

The family pattern and the parent<hild re- 
lationships are the nuclei on which personality 
structure is based. It is our challenge and our 
duty as physicians in one, if not the most im- 
portant, branch of public health and preventive 
medicine, to see that proper parental attitudes 
and child-parent relationships are established. 


Daily one meets unbelievable ignorance and 
naivete with regard to sexual matters that have 
produced warped personalities and distorted 
philosophies of life. 

It is easy for the parent to push the responsi- 
bility for proper sexual education to the school 
system, but too frequently the schools are not 
prepared to accept the responsibility, and, still 
too frequently, maladjusted teachers feel that 
sex is a dirty and nasty topic and will have 
nothing to do with it. Is it not odd that in our 
present-day school curriculum up to and in- 
cluding high school, courses designed to aid one 
in meeting the emotional problems of living 
are not included? World War II with its psy- 
chiatric rejection rates and neuropsychiatric 
casualty lists certainly points to, among other 
things, a drastic revision in our educational 
system of today. 

T he importance of an hour or two spent in 
premarital counseling may save years of 
emotional distortion. A few minutes’ explana- 
tion to the adolescent girl on the eve of her 
menarche, or to the adolescent boy on the sub- 
ject of nocturnal emissions may change the 
pattern of their future adjustment. It is well- 
known that the parents’ personalities, their 
capacity for love, their acceptance or rejection 
of sexuality, influence the children’s identifica- 
tion and their subsequent psychosexual adjust- 
ment. Proper education regarding birth control 
is, of course, fundamental. Some young married 
couples start their lives together witli a very 
firm feeling that to have offspring is to admit 
openly to the world that they arc unable to 
curb their basic instinctive urges and are hang- 
ing economic millstones around their necks 
tliat will interfere with their own narcissistic 
gratification of life for years to come. 

Childhood is die formative period of life 
during which the person should learn how to 
organize all his basic and instinctive urges in a 
way satisfactory to himself and society. If the 
child receives little, if any, training regarding 
sex from his parents or if he receives faulty in- 
formation from outside sources, then the sexual 
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expression carried fordi into adult life may 
be distorted and bizarre. If parental attitudes 
are faulty, diey result in serious interference 
with the usual normal course of psychosexual 
development. 

Adequate and proper sexual education by 
parents and a well-balanced comprehensive cur- 


riculum of sex education in the public school 
system will go a long way toward establishing 
a proper outlook on life, maturity, and mar- 
riage with its problems and gratifications. 

The medical profession must face the abor- 
tion problem with realism and a positive atti- 
tude as to the complexity of the factors involved. 
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Use of Enterogastrone in Management 
of Peptic Ulcer 
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E nterogastrone is a liumoral agent de- 
rived from the intestinal mucosa. Up to 
the present time it has not been obtained 
in pure crystalline form, but it can be identi- 
fied by its primary physiologic action of in- 
hibiting the motor and secretory activity of the 
stomach. The possibility of the existence of 
such a gastric inhibitory substance has been 
suspected for a great many years. As long ago 
as 1886 Ewald and Boas' demonstrated that 
the ingestion of neutral fat inhibits gastric se- 
cretion. It was later proven that this effect is 
elicited from the small intestine and not the 
stomach." More recently it has been shown’ that 
the ingestion of fat inhibits not only gastric 
secretory activity, but also gastric motility, and 
that this inhibition of motility is humoral in 
nature. The concept of the humoral mechanism 
of this inhibition is a comparatively new one, 
but it has been adequately proven by tbe dem- 
onstration that the motility of autotransplanled 
gastric pouches (completely denervated) is in- 
hibited by the introduction of fat into the main 
stomach. That fact that the inhibition of gas- 
tric secretion following the ingestion of fat is 
also humoral in nature has been proven by the 
same method. 

•J-rom jIic Depanment tif Internal Mcdlcinr, Unner'ity 
Unitcf^lty of Michigan. Ann Arl)f>r. Nfidiifian. 


The next step in the development of entero- 
gastrone was to find the humoral agent. The 
first clue to its identification was provided by 
the observation that cholecystokinin adminis- 
tered in large quantities inhibited gastric secre- 
tion." Cholecystokinin is a humoral agent that 
activates the gallbladder, and since it is pre- 
pared from an extract of the small intestine, 
several extracts were prepared from the mucosa 
of the small and large intestines of dogs," and 
it was found that such extracts free of cholecys- 
tokinin activity inhibited both the secretory 
and the motor activity of the stomach. Because 
of the derivation of this material from the in- 
testine it was named enterogastrone. Later the 
extract was purified and made more jiotent, 
and a “dog unit” was defined on the basis of 
the degree of inhibition of gastric secretion 
in dogs.' 

In view of the long-known relationship be- 
tween gastric acidity and peptic ulcer in man, 
the tlierapeutic possibilities of enterogastrone 
were early recognizetl. However, prior to at- 
tempting its use in man it was necessary to 
demonstrate the effect of this substance in ex- 
perimental ulcers in animals. One form of the 
cxjjerimental approach to human peptic ulcer 
is the jejunal ulcer that can be produced in 
dogs by permitting the acid gastric juice to 
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come directly and continuously into contact 
with tlie sensitive mucosa of the jejunum. This 
has been accomplished by an anastomotic op- 
eration proposed by Mann and Williamson,® 
and animals so prepared are known as Mann- 
Williamson dogs. In such animals a jejunal 
ulcer will develop in more than 98 per cent of 
the cases.® It was first demonstrated by Hands 
and others’” that when enterogastrone is ad- 
ministered parenterally to Mann-Williamson 
dogs, jejunal ulcers do not develop. It was 
shown not only tliat enterogastrone prevented 
the formation of jejunal ulcers during the pe- 
riod of .therapy with enterogastrone, but also 
that the use of diis substance provides some 
degree of “immunity” against the development 
of ulcer. Animals so treated failed to develop 
a jejunal ulcer long after therapy was discon- 
tinued.” The mechanism of this protective 
action is unknown. 

In applying these facts to the therapeutic use 
of enterogastrone in human peptic ulcer, sev- 
eral points must be kept in mind. First of all, 


there is no certainty that the Mann-Williamspn 
ulcer in dogs can be justifiably identified with 
the spontaneous gastric or duodenal ulcer in 
man. Perhaps it is more closely allied to the 
marginal jejunal ulcer that occasionally follows 
anastomotic gastric surgery. Recent and inter- 
esting data relevant to this problem are pro- 
vided by the fact that gastric and duodenal 
ulcers have been unintentionally produced in 
patients during desensitization with hista- 
mine.”’’ In all respects these resembled the 
spontaneous human peptic ulcer. On die other 
hand, enterogastrone fails to prevent histamine 
ulcer in dogs.’^ Thus, we have a type of ulcer 
— quite analogous to spontaneous ulcer — that 
has been produced in man, but against which 
enterogastrone provides no protection. A sec- 
ond factor is that enterogastrone can be pre- 
pared only as impure extract so that one is 
unable to be certain that its activity is due to a 
single substance or to a mixture of two or more 
substances. In the third place, a very important 
consideration in determining the value of 
enterogastrone in treating peptic ulcer is the 
fact that both the gastric and duodenal ulcers 
during their natural history undergo spontane- 
ous remissions and exacerbations. This accounts 
for the many forms of therapy that have been 
advocated and provides an important stum- 
bling block in critically evaluating the specific 
efficacy of any single agent such as enterogas- 
trone. 

From a critical point of view, it appears to 
us that any agent to be considered of funda- 
mental therapeutic value in peptic ulcer must 
fulfill two qualifications: It must shorten the 
duration of an acute exacerbation, and it must 
prevent the recurrence of either gastric or duo- 
denal ulcer, at least during the period of its 
administration. 


K eeping these facts in mind we may now 
consider the results of enterogastrone 
therapy in man. The first report of such a clini- 
cal trial was reported in 1943” and has recently 
been amplified by Greengard and his co-work- 
ers.’® Fifty-eight patients were treated with in- 
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tramuscular enterogastrone. Of these, 51 had 
duodenal ulcers, 4 had postoperative jejunal 
ulcers, 2 had both a gastric and a duodenal 
ulcer, and i had a gastric ulcer. Twenty-six 
patients received 6 injections weekly and 32 re- 
ceived 3 injections each week. Treatment was 
carried out for 6 to 12 months, and the authors 
reported diat a large number of the cases had 
no recurrences during and after therapy and 
that there was improvement in the radiographic 
appearance of tlie upper gastrointestinal tract. 
They felt from their results that it was admis- 
sible to state that in their 58 cases tlie parenteral 
administration of enterogastrone was not with- 
out beneficial consequences. 


U p TO the present time diere have not ap- 
peared in this country any other reports 
on the clinical use of parenteral enterogastrone 
or any reports on the clinical use of oral entero- 
gastrone. However, for several years results of 
the use of crude extracts of duodenal mucosa 
and submucosa by oral administration in peptic 
ulcer in man have been published, and quite 
recently several European investigators'"’ " have 
reported on the use of sudi crude extracts both 
orally and parcnterally. These results are dif- 
ficult to evaluate because in most instances the 
extracts were neither adequately purified nor 
standardized. In addition, the extracts employed 
have varied from investigator to investigator 
and, in many instances, were mixed with ex- 
tracts of the gastric mucosa. Of historical 
interest is the Rivers” report giving encourag- 
ing results obtained from tlie oral use of crude 
duodenal extracts in 50 patients. These reports 
all raise the problem of the possible use of 
enterogastrone orally in man for peptic ulcer. 
Apparently, oral administration of this material 
protects Mann-Williamson dogs against jejunal 
ulcers.” Likewise, it has been recently demon- 
strated'” that large quantities of hog stomach 
and duodenal preparations protect dogs against 
cinchophen ulcers. However, there lias been 
no clinical data on the oral use of the purified 
preparation of enterogastrone in man. 

Our own experience with the clinical use 
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of enterogastrone has involved its use in gas- 
tric and duodenal ulcer, administered both 
orally and intramuscularly. It was felt that more 
information could be obtained from a careful 
clinical roentgenologic and laboratory study 
of a comparatively small group of patients fol- 
lowed carefully than from its indiscriminate 
use in every case of peptic ulcer. Three criteria 
were established for the selection of patients as 
suitable for treatment with enterogastrone. 
First of all, we required a long history of re- 
current e.xacerbations of peptic ulcer. Actually, 
mo.st of the patients treated had an average of 
2 yearly recurrences for a period of at least 5 
years. Secondly, patients were selected on the 
probability of their cooperation for long-contin- 
ued observation and follow-up. Thirdly, with 
one exception, we did not undertake enterogas- 
trone therapy in those cases where complica- 
tion!;, particularly jtyloric obstruction, were 
present in the patient. 

Selected on the basis of these criteria, we 
have treated up to the pre.sent time 31 cases 
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TABLE I 


Fifteen Cases ov Peptic Ulcer Treated With 
Oral Enterogastrose 


Case 

Diagnosis* 

Duration 

of 

Symptoms 

(Years) 

Daily 

Dosage 

(Grams) 

Duration 

of 

Therapy 

(Months) 

1 

DC 

17 

8 0 



D 

15 

16.0 

6 

3 

D 

16 

8 0 

8 

A 

D 

12 

16,0 

4 

5 

D 

8 

16 0 

A 

6 

D 

20 

16 0 


7 

G 

1 1 

16 0 

8 

s 

DC 

5 

16.0 

4 

9 

D 

6 

16 0 

4 

10 

DC 

21 

16 0 

6 

II 

DC 

10 

8 0 

9 

12 

D 

10 

8 0 

1 I 

15 

D 

6 

t6.o 

4 

14 

D 

8 

16.0 


»5 

D 

3 

16 0 



“D, duodenal bulb deformity; DC, duodenal ulcer crater; 
and G, jjastric ulcer. 


with enterogastrone. The essential data on these 
cases is presented in Tables i and 2. It will be 
seen that 28 cases had duodenal ulcer, i had a 
gastric ulcer, i had both duodenal and gastric 
ulcers, and i had a marginal jejunal ulcer sub- 
sequent to a partial gastric resection. Fifteen 
cases were treated by the oral administration 
of the drug, and 16 were treated by the paren- 
teral route. When given orally, the dosage 
varied from 8 to 16 gm. daily. At present we 
usually favor the higher dosage. The intramus- 
cular dose was usually 200 mg. given daily for 
6 days of each week. During the initial 3 to 4 
weeks of treatment the patient was maintained 
on a modified Meulengracht diet, antacid medi- 
cation, and aiitispasmodics as necessary to con- 
trol symptoms. Later an effort was made to 
discontinue all medication except enterogas- 
trone and to broaden the diet to include nearly 
all foods, except possibly a few items which the 
patient felt sure elicited symptoms. It was not 
always possible to accomplish these ends, par- 
ticularly in regard to diet, because many of our 
patients had been on restricted diets for so 
long a time that they actually feared to partake 
of a general diet. In addition, persistence of 
symptoms in some cases required a restricted 
diet and antacid medication. 


TABLE a 


Sixteen Cases of Peptic Ulcer Treated With Parenteral 
Enterogastrone 


Case 

Diagnosis* 

Duration 

of 

Symptoms 

(Years) 

Daily 

Dosage 

(Milligrams) 

Duration 

of 

Therapy 

(Monthsj 

t 6 

DC 

21 

200 

4 

17 

D 

8 

200 

6 

18 

D 

17 

200 

5 

•9 

D 

23 

200 

% 

20 

D 

15 

0 

0 

4 

21 

I 

9 

200—400 


22 

D 

15 

200 

3^ 

23 

D 

10 

200 

8 

24 

D 

20 

16 gm.t 
200 

4/3 

25 

D 

i 8 

200 

1 54 

26 

D 

9 

200 

4 

27 

D 

6 

2O0t 

16 gm. 

4 

28 

DG 

15 

200 

4 

29 

D 

12 

200 

4 

30 

D 

15 

200 

7 

.^i . . 

D 

20 

200 

3 


'D. duodenal bulb deformity; J, jejunal ulcer; G. jjastric 
ulcer; and DC, duodenal ulcer crater. 

fChanged from oral to parenteral after three months' 
therapy at patient’s request. 

tChanRcd to oral because of jicrsistcnt malaise associated 
with use of parenteral preparation. 


In no instance was oral enterogastrone re- 
.sponsible for any untoward reactions. On tite 
other hand, intramuscular enterogastrone 
caused a local reaction characterized by pain 
and tenderness at the site of injection in every 
case. This local reaction was often quite severe 
and usually occurred during the first 10 to 14 
injections, but disappeared thereafter and failed 
to recur. The intramuscular drug also was re- 
sponsible for systemic reactions in at least 2 
instances, and, possibly 4, In i case, the systemic 
reaction occurred in an asthmatic and was char- 
acterized by persistent headaches. Concomitant 
use of pyribenzamine relieved the headache 
and made it possible to continue the drug. In 
another instance, general malaise occurred dur- 
ing the parenteral administration of enterogas- 
trone, and only in this case was it necessary 
to discontinue the injections. In 2 other cases 
chills and fever were reported as ensuing after 
the parenteral administration of enterogastrone 
at the patient’s home. This febrile reaction did 



USE OF enterogastrone: pollard and block 


337 


not recur subsequently when the patients were 
observed by us at a later date in the hospital, 
even though the injections were continued. 

We have already pointed out some of the 
difficulties in evaluating clinical results in the 
therapy of peptic ulcer. Improper selection of 
cases may also be a factor such as in Case 19 
where organic obstruction was apparently pres- 
ent and in Case 18 where psychogenic situa- 
tional factors were of paramount importance 
in producing symptoms. Likewise, it must be 
remembered that often the patient continued 
to complain of vague upper gastrointestinal 
discomfort which was not entirely characteris- 
tic of a typical recurrence. However, in such 
cases one should not conclude that the p.atient 


TABLE 3 

CI.INlc.^L Course of Fn-TetN Casks or Peptic 
U i^KR Treated With Oral Entfrooastrovf. 

Rfquivt'd surgery 

Cn<c 4. Persistent symptoms J ^ 

Case 10. Developed obstruction ) 

Ucfinitff cliniciil reciurencc 

Case 12. Clinical and radiopraphic evidence of 

exacerbation after ten months i 

Pcrsistcut nigtie sympionis 

Oi«c rt. Vague epigastric distress 

? pylorospasm t 

Satis fiiclory control of ulcer 12 


TAlU.r. 4 

Ci.JNic-M. Course of Sixtein Cases of Peptic Ulcer 
Trlsted With Intramuscoi_\r Enterooastronl 

Rrqttircil surgery 

Case ig. Persistence of obstruction inttLiily) 

present > 2 

Case 22. Developed obstruction y 

Definite clinical recurrence 

Oisc 2S. Duodenal dcf{)rinity at start Crater 1 
appcarcti after tsvo montlis' therapy. I 

C;tse 2r». Persistence of symptoms 3 

Cise 31. Persistence of symptoms. Gastricl 

ulcer appeared / 

I'crristence of rague symptoms 

Cjsc iS. r pylorospasm 1 

Case 27. Pylorospasm \ ^ 

Siiiirfaitory control of nicer 


was necessarily an example of successful therapy 
as far as enterogastrone is concerned. Since 
treatment has been carried out for periods of 
three sveeks to thirteen months, in many in- 
stances our period of observation is not as yet 
long enough to come to definite conclusions re- 
garding recurrence rate. Considering all these 
factors, we have attempted to classify the clini- 
cal course of our treated cases during and sub- 
sequent to enterogastrone therapy. Sec Tables 
y and 4 for this classification. 

It will be noted that of 16 cases treated orally, 
2 subsequently required surgery, i had a defi- 
nite recurrence of his peptic ulcer clinically and 
radiographically, and i had persistent vague 
upper gastrointestinal symptoms. Twelve cases 
had a satisfactory course symptomatically. 
However, i case in this last group (Case 7) 
with a gastric ulcer had persistent symptoms 
for six months after treatment started. This 
was the time required for the radiographic 
healing of the ulcer, and one would be cer- 
tainly justified in criticizing our inclusion of 
this case in the successful group. Of the 15 
cases treated parenterally, 2 required subse- 
quent surgery, 3 had definite recurrence of 
clinical symptoms, 2 had persistence of vague 
upper gastrointestinal symptoms, and in 8 
catics the course was entirely satisfactory. 


T he most striking therapeutic result was ob- 
tained in Case 21. This patient is a 44-ycar- 
old male. He was first seen at the University 
Hospital in 1938 because he had a severe ane- 
mia. At that time a “duodenal ulcer of long 
standing" was found by .\-ray. He was given an 
antacid and placed on a restricted diet. He was 
not seen again until December 1946, when lie 
revealed that characteristic ulcer .symptoms re- 
curred in September 1940, in association with 
frequent tarry stools. A partial gastric resection 
was carried out at another hospital at that time. 
There were then no symptoms for three years, 
postoperatively. However, from 1943 to Decem- 
ber 1946 there were recurrent symptoms and at 
least 3 episotics of gastrointestinal bleeding as- 
S sociated with chronic jicrsistcnt anemia. On 
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TABLE 1 


Fifteen- Cases of Peptic Ulcer Treated With 
Oral Enterogastrone 


Case 

DiagnoMs* 

Duration 

of 

Symptoms 

(Years) 

Daily 

Dosage 

(Grams) 

Duration 

of 

Therapy 

(Months) 

1 

DC 

17 

8 0 

13 

2 

D 

15 

16.0 

6 

3 

D 

16 

8 0 

' 8 

A 

D 

12 

16.0 

4 

5 

D 

8 

16 0 

A 

*T 

6 

D 

20 

160 

2^2 


G 

I I 

16 0 

8 

8 

DC 

5 

16.0 

4 

9 

D 

6 

16 0 

4 

10 

DC 

21 

16 0 

6 

II 

DC 

10 

8 0 

9 

1 *> 

D 


8 0 


13 

D 

6 

16.0 

4 

14 

D 

8 

16.0 

•3^ 

15 

D 

3 

16 0 



“D, duodenal bulb deformity; DC, duodenal ulcer crater; 
and G, gastric ulcer. 


with enterogastrone. The essential data on these 
cases is presented in Tables i and 2. It will be 
seen that 28 cases had duodenal ulcer, i had a 
gastric ulcer, i had both duodenal and gastric 
ulcers, and i had a marginal jejunal ulcer sub- 
sequent to a partial gastric resection. Fifteen 
cases were treated by the oral administration 
of the drug, and 16 were treated by the paren- 
teral route. When given orally, the dosage 
varied from 8 to 16 gm. daily. At present we 
usually favor the higher dosage. The intramus- 
cular dose was usually 200 mg. given daily for 
6 days of each week. During the initial 3 to 4 
weeks of treatment the patient was maintained 
on a modified Meulengracht diet, antacid medi- 
cation, and antispasmodics as necessary to con- 
trol symptoms. Later an effort was made to 
discontinue all medication except enterogas- 
trone and to broaden the diet to include nearly 
all foods, except possibly a few items which the 
patient felt sure elicited symptoms. It was not 
always possible to accomplish these ends, par- 
ticularly in regard to diet, because many of our 
patients had been on restricted diets for so 
long a time that they actually feared to partake 
of a general diet. In addition, persistence of 
symptoms in some cases required a restricted 
diet and antacid medication. 


TABLE 2 


Sixteen Cases of Peptic Ulcer Treated With Parenteral 
Enterogastrone 


Case 

Diagnosis* 

Duration 

of 

Symptoms 

(Years) 

Daily 

Dosage 

(Milligrams) 

Duration 

of 

Therapy 

(Months) 

16 

DC 

21 

200 

4 

17 

D 

$ 

200 

6 

18 

' D 

17 

' 200 

5 

19 

D 

23 

200 

% 

20 

D 

15 

200 

4 

21 

J 

9 

200—400 j 

7 

22. 

D 

15 

200 

. 3 }^ 

23 

D 

10 

200 

8 ■ 

24 

D 

20 

16 gm.t 

3 




200 

434 

25 

D 

18 

200 

i34 

26 

D 

9 

200 

4 

27 

D 

6 

200t 

2 




16 gm. 

4 

28 

DG 

15 

200 

4 

29 

D 

12 

200 

4 

30 

D 

15 

200 

7 

AJ . 

D 

20 

200 

3 


'D, duodenal bulb deformity; J, jejunal ulcer: G, gastric 
ulcer; and DC. duodenal ulcer crater. 

fChanged from oral to jiarenteral after three months' 
tlier.apy at patient’s request. 

^Changed to oral because of persistent malaise associated 
with use of parenteral preparation. 


In no instance was oral enterogastrone re- 
sponsible for any untoward reactions. On the 
other hand, intramuscular enterogastrone 
caused a local reaction characterized by pain 
and tenderness at the site of injection in every 
case. This local reaction was often quite severe 
and usually occurred during the first 10 to 14 
injections, but disappeared thereafter and failed 
to recur. The intramuscular drug also was re- 
sponsible for systemic reactions in at least 2 
instances, and, possibly 4. In i case, the systemic 
reaction occurred in an asthmatic and was char- 
acterized by persistent headaches. Concomitant 
use of pyribenzamine relieved the headache 
and made it possible to continue the drug. In 
another instance, general malaise occurred dur- 
ing the parenteral administration of enterogas- 
trone, and only in this case was it necessary 
to discontinue the injections. In 2 other cases 
chills and fever were reported as ensuing after 
the parenteral administration of enterogastrone 
at the patient’s home. This febrile reaction did 
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not recur subsequently when die patients were 
observed by us at a later date in the hospital, 
even though the injections were continued. 

We have already pointed out some of the 
difficulties in evaluating clinical results in the 
therapy of peptic ulcer. Improper selection of 
cases may also be a factor such as in Case 19 
where organic obstruction was apparently pres- 
ent and in Case 18 where psychogenic situa- 
tional factors were of paramount importance 
in producing symptoms. Likewise, it must be 
remembered that often die patient continued 
to complain of vague upper gastrointestinal 
discomfort which was not entirely characteris- 
tic of a typical recurrence. However, in such 
cases one should not conclude that the patient 


TAIiLE 3 

Clinical Col’RSk or Fiftlkn Cases of Peptic 
Ulcer TRK\TF-ri With Oral Enterooastronf. 

Requiral surgery 

C.1SC Persjsteni sympioins i 

Case* 10. Developed obstruction ) " 

Definite eltmcnl recurrence 

Case t2. Clinical and radiographic evidence <»f 

exacerbation after ten numths i 

Persistent rngiie sy mptoms 

Case II. Vague epigastric distress 

? pylorospasm i 

Satisfnetoiy control of ulcer 12 


TAULE 4 

Clinical Course or Sixteen Cases of Peptic Uixier 
TRFATF fi With lNTRAMtJscuL.SR Rntf.rocastronf. 

Requireii surgery 

Case 10- Persistence of obstruction initially) 

present > 2 

Case 22. I)c\ eloped obstruction J 

Definite dinicnl recurrence 

C.1SC aS. Du(Klcnal deformity at sLirt. Crater \ 
appeared after tsvo months' therapy. I 

Case 2f». Persistence of symptoms..... > 3 

Case 31. Persistence of symptoms. Gastricl 

ulcer appeared / 

Persistence of rngiie symptoms 

Case iS. .' pylorospasm 1 

Case 27. Pyhirospasm r - 

ScliffiTlorv tonirol of nicer 


was necessarily an example of successful therapy 
as far as enterogastrone is concerned. Since 
treatment has been carried out for periods of 
three weeks to thirteen months, in many in- 
stances our period of observation is not as yet 
long enough to come to definite conclusions re- 
garding recurrence rate. Considering all these 
factors, we have attempted to classify the clini- 
cal course of our treated cases during and sub- 
sequent to enterogastrone therapy. See Tables 
j and 4 for this classification. 

It will be noted that of i6 cases treated orally, 
2 subsequently required surgery, i had a defi- 
nite recurrence of his peptic ulcer clinically and 
radiographically, and i had persistent vague 
upper gastrointestinal symptoms. Twelve cases 
had a satisfactory course symptomatically. 
However, i case in this last group (Case 7) 
with a gastric ulcer had persistent symptoms 
for six months after treatment started. This 
was the time required for the radiographic 
healing of the ulcer, and one would be cer- 
tainly justified in criticizing our inclusion of 
this case in the successful group. Of the 15 
cases treated parentcrally, 2 required .subse- 
quent surgery, 3 had definite recurrence of 
clinical symptoms, 2 had persistence of vague 
upper gastrointestinal symptoms, and in 8 
cases the course was entirely satisfactory. 


'^HE most striking therapeutic result was ob- 
•L tained in Case 21. This patient is a 44-year- 
old male. He was first seen at the University 
Hospital in 1938 because he had a severe ane- 
mia. At that time a “duodenal ulcer of long 
standing" was found by .x-ray. He was given an 
antacid and placed on a restricted diet. He was 
not seen again until December 1946, when he 
revealed that characteristic ulcer symptoms re- 
curred in September 1940, in association with 
frequent tarry stools. A partial gastric resection 
was carried out at another hospital at that time. 
There were then no symptoms for three years, 
postoperatively. However, from 1943 to Decem- 
ber 1946 there were recurrent symptoms and .if,’ 
least 3 episodes of gastrointestinal bleeding as- 
S sociated with chronic persistent aneniia, O/i- • 
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Figure 1. Upper gastrointestinal x-rays in Case 21. Marginal ulcer present 12/24/46. Complete heal- 
ing by 1/14/47. 


December 23, 1946, he was admitted to the Uni- 
versity Hospital. At that time the physical ex- 
amination revealed a pale, undernourished male 
(weight, 13 1. 5 pounds; height, 68.5 inches). 
Hemoglobin was ii.i gm. and the red cell 
count 5,200,000. Stool was positive for occult 
blood. A gastrointestinal x-ray made on Decem- 
ber 24, 1946, revealed a “marginal ulcer follow- 
ing gastro-jejunostomy” {Figure i). On this 
date enterogastrone was started, 200 mg. intra- 
muscularly daily. This was increased to twice 
daily December 30, 1946, and continued until 
January 28, 1947, when it was decreased to 
once daily and has been continued at this dos- 
age up to the present. In addition to. entero- 
gastrone, the patient was given a bland diet and 
ferrous sulfate. Repeat x-ray on January 14,1947, 
revealed complete healing of the ulcer {Figure 
/). At this time the patient was asymptomatic, 
weight was 135 pounds, stools were negative 
for occult blood, and hemoglobin was 12.0 gm. 
He was discharged January 29, 1947, and has re- 
mained asymptomatic to the present. Hemo- 
globin is now 14.0 gm. and his weight is 139 
pounds at this point. 


Another instance of a less striking but defi- 
nitely successful result associated with entero- 
gastrone therapy is exemplified by Case i. This 
patient is a 49-year-old male. He was originally 
seen at the University Hospital in May 1946, 
complaining of epigastric discomfort which oc- 
curred two to three hours after meals and was 
relieved by food or alkali. He had had this diffi- 
culty since 1929, but had been able to control 
his symptoms moderately well by restriction of 
diet, frequent feedings, and the use of sodium 
bicarbonate. There were many recurrent exacer- 
bations of symptoms, particularly in the fall and 
winter. During the summer the patient was 
generally symptom free. 

In 1939 an x-ray diagnosis of duodenal ulcer 
was first made. In December 1944, he had a 
severe hematemesis requiring hospitalization. 
Since that time symptoms had been more severe 
and persistent with occasional recurrent epi- 
sodes of nausea and vomiting lasting a few days 
to 2 weeks. When first seen at the University 


Hospital (May 19, 1946) he appeared well 
nourished. There was epigastric tenderness. 
X-rays (May 10, 1946) revealed deformity of 
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Figure 2. X-rays in Case 1. No marked change from 5/10/46 to 11/29/46 in spite of patient’s be- 
coming asymptomatic. 



' — STARTED EA2Cm.Q.l.a 
— FREE HCI 

TOTAL HCt C B. - DUODENAL ULCER 


Figure 3. Variations in output of hydrochloric acid during oral therapy with cntcrogas- 
trone (Case 1). ■ . 
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the duodenal bulb and evidence of a small 
crater {Figure 2). He was placed on a modified 
Meulengracht diet, and given atropine and oral 
enterogastrone, 8 gm. daily. Patient became 
asymptomatic after 2 weeks, when the Meulen- 
gracht diet was discontinued. He remained 
asymptomatic until September 1946, when he 
had a one-day episode of nausea and vomiting. 
X-rays at this time (September 17, 1946) re- 
vealed marked deformity of the duodenal bulb, 
but no crater was present {Figure 2). Since 
September the patient has continued essentially 
asymptomatic. He has gained weight and has 
lost no time from work. X-rays on November 
29, 1946, revealed only duodenal deformity 
shown in Figure 2. 

This case is of considerable interest because 
of at least two points. First of all, as Figure 2 
illustrated, the x-ray appearance of the duodenal 
deformity is essentially unchanged in spite of 
nearly complete symptomatic relief. We have 
found this to be generally true where the diag- 
nosis of peptic ulcer is originally based on the 
occurrence of the ulcer symptom-complex and 
the x-ray finding of only duodenal bulb de- 
formity. This is important because in such in- 
stances one cannot generally use objective x-ray 
observation as a criterion of die efficacy of en- 
terogastrone. In cases of gastric ulcer or where 
a duodenal ulcer crater is present the situation 
is different. A second point of interest in Case i 
is the absence of any change in gastric secretion 
and motility in spite of symptomatic relief. 
As indicated in Figure 3, frequent observa- 
tions of gastric acidity revealed no change from 
the period of active symptoms to the time when 
no symptoms were present. The same thing is 
true for gastric motility. This has been found 
to be generally true in our patients, so that 
whatever effect enterogastrone may have had 
in relieving symptoms cannot be explained on 
the basis of the effect of enterogastrone on 
either the secretory or the motor activity of 
die stomach. 


SUMMARY 

I. Enterogastrone is a humoral agent which 


is derived from the intestinal tract and causes 
an inhibition of secretory and motor activity 
of the stomach in experimental animals. 

2. Enterogastrone intramuscularly — and pos- 
sible orally — protects Mann-Williamson dogs 
against jejunal ulcers, but fails to protect the 
dogs against histamine ulcers. 

3. Enterogastrone administered to patients 
orally, in doses of 8 to 16 gm. daily produces 
no .untoward effects. When given intramuscu- 
larly, it nearly uniformly causes a transient 
local reaction at the site of injection and oc- 
casionally a mild generalized systemic reaction. 

4. Enterogastrone given either orally or in- 
tramuscularly over long periods of time to pa- 
tients with gastric or duodenal ulcer may have 
some beneficial effect in decreasing the inci- 
dence of exacerbations of the disease. 

5. Final conclusions regarding the value of 
enterogastrone must await (i) further puri- 
fication of the agent, and (2) the careful ob- 
servation over a period of years by several 
different investigators of patients with peptic 
ulcer treated with enterogastrone. 
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Acute and Chronic Pancreatitis 


MOSES BEHREND* 

PHILADELPHIA 


A cute pancreatitis curiously seems to oc- 
cur in periodic cycles. The real cause of 
^ acute pancreatitis is unknown. The pre- 
ipitating cause, however, is supposed to be an 
dmixture of the pancreatic and biliary juices 
ue to biliary reflux. If this is true, there should 
e many more cases of acute pancreatitis re- 
orted. A hematogenous infection may also 
ause acute pancreatitis. It is a well-known fact 
lat gourmands and those who drink heavily 
f alcoholic liquors arc especially subject to 
:ute pancreatitis. 

Symptoms — ^Attacks of acute pancreatitis oc- 
ir with extreme suddenness. There is no acute 
jdominal pain that can compare with its in- 
:nsity. The area of the pain is general, usually 
ot localized. The rigidity of the abdomen is 
oardlike, hard, and nonresistant. The slightest 
)uch causes greater tenderness. This diffuse 
ain remains for several hours until relief is 
fforded by large doses of morphine. The fact 
lat large doses of morphine arc required to 
rlieve the pain often helps to make a differen- 
al diagnosis between a ruptured peptic ulcer 
nd acute pancreatitis. 

The .serum amylase test is the most valuable 

*Froin »hc >cr»ic« of ihc Jewish ami Mount Sinai IIo«> 
pitaU, Phil.nlclphi.1. Pa. 


method in formulating a diagnosis of acute 
pancreatitis. In this condition the serum amyl- 
ase may reach 500 to 3000 units .is compared 
to a normal of 60 to 180 units. Considerable 
dependence can be placed upon an increase of 
the serum amylase values in from twelve to 
tsventy-four hours. 

Treatment — In the past few years much em- 
phasis has been laid upon delayed operation for 
acute pancreatitis. There is no question that if 
a positive diagnosis can be made — and this can 
be confirmed largely now by the amylase test 
— a delayed operation is far superior to an 
emergency operation. The mortality of operat- 
ing upon acute pancreatitis as an emergency is 
appalling. Results arc e.xcellent if one delays 
operation for at least a week or ten days. Simi- 
lar conditions hold in cases of acute cholecys- 
titis where delayed operations arc preferable 
to an emergency type of procedure. There is 
some resemblance in the resolution of this type 
of inflammation in these two related organs, 
namely, the gallbladder and the pancreas. 

CHRONIC PANCREATITIS 

Disturbances in the right upper quadrant 
and epigastric regions may be due to chronic 
pancreatitis. Tlie cause of chronic pancreatitis 
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is not known. Repeated mild attacks of acute 
pancreatitis may be a factor. In certain cases 
there may be some relationship between pan- 
creatic fibrosis in infancy and chronic pancrea- 
titis. The majority of cases encountered have 
no evident causative factor. 

Symptoms — ^The symptoms of chronic pan- 
creatitis vary with the stage of the disease. In 
mild inflammatory conditions the intensity and 
exacerbation of pain is less. The pain may sim- 
ulate exactly that experienced in cholelithiasis. 
Jaundice may or may not accompany these 
phenomena. The intensity of jaundice depends 
also on the state of inflammation of tlie pan- 
creas. Jaundice usually becomes more intense 
after the exacerbations of pain. After the attack 
the jaundice gradually disappears or may re- 
rnain in a very slight form, with the yellow- 
tinged conjunctiva being the only evidence of 
obstruction that remains. In a few cases no 
jaundice is present at all in tliose suffering from 
chronic pancreatitis. Indiscretions in diet may 


precipitate attacks similar to those found in 
disease of the bile passageways. 

Laboratory tests are of little value. The 
amylase test so important in acute pancreatitis 
is of practically no value in the chronic type 
of infection. 

Diagnosis — It is necessary to make a differen- 
tial diagnosis between chronic pancreatitis, 
cholelithiasis, and choledochplithiasis. In cases 
harboring stones in tlie gallbladder or common 
duct or both, the x-ray is helpful. A poorly 
functioning gallbladder with shadows of stones 
is indicative of gallbladder disease. X-ray of the 
pancreatic region reveals nothing unless there 
are calcareous deposits in this area. 

Since there are no specific symptoms or 
laboratory tests, operation must be considered 
in the final analysis and disposition of the case. 
Even when the .abdomen is open it is not easy 
to differentiate between chronic pancreatitis 
and cancer of the pancreas. One must develop 
a fine sense of touch to recognize by palpation 
alone the difference between these two condi- 
tions. The degree of hardness and the intensity 
of the jaundice may often be a great help in 
coming to a conclusion. 

When great difficulty is encountered, a 
biopsy is important. This test was of great im- 
portance in a patient in whom there was com- 
plete obstruction of the common duct due to 
chronic pancreatitis. In other cases where ob- 
struction was incomplete, a biopsy also differen- 
tiated between chronic pancreatitis and cancer 
of this organ. 

I N the course of an operation for gallbladder 
disease the pancreas should be palpated. This 
is especially important in patients who do not 
have cholelithiasis. The removal of the gall- 
bladder where stones are absent only adds more 
discomfort later. If no stones are found, the 
gallbladder should be carefully examined for 
tumors within its walls. Tumors within the 
gallbladder are not common. They can usually 
be felt through the walls of the gallbladder. 
This can be illustrated by a recent case in 
which an operation was performed; dis- 
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seminated carcinomatous tumors were found 
within the gallbladder and one was found in 
the common duct (Figure /). All the symptoms 
incident to gallstone colic were experienced by 
the patient. It was impossible to arrive at a 
diagnosis because the symptoms were those of 
cholelithiasis or pancreatitis. 

Type of Operation — ^An external drainage 
operation of the common duct or gallbladder 
should never be performed if an internal anas- 
tomosis can be made between the hollow viscera 
and the bile passageways. After a cholecystos- 
tomy or a choledochostomy bile will continue 
to flow externally as long as the patient lives, 
provided the obstruction continues to persist. 
Thirty-five years ago surface drainage opera- 
tions were very popular, but witli the refined 
technic that followed, it became evident that 
the anastomoses advocated below are far supe- 
rior to any other type of operation. Tlie anas- 
tomosis of the bile passageways with the hollow 
viscera consists of a cholccystoduodenostomy, 
cholecystogastrostomy, or cholecystojejunos- 
tomy. 

When the common duct is used, we may 
perform a choledochoduodcnostomy, cbole- 
dochogastrostomy, or choledochojejunostomy 
(Figure 2). It has always been my rule to use 
that portion of the intestinal tract adjacent to 
the bile passageways. If it is easier to anastomose 
the stomach to the gallbladder or common 
duct, that is the structure which is used (Fig- 
ures 5 and 4). Although it is more logical to 
anastomose the gallbladder and common duct 
to the duodenum and jejunum, the patient 
never has any prolonged distress if the stomach 
is anastomosed to these structures. The danger 
of infection of the liver which has been of 
much concern for many years has never de- 
terred me from using the stomach, duodenum 
or jejunum, because in my experience this oc- 
curs very infrequently. 

The operation of pancreaticoduodenectomy 
should he reserved for those cases in which 
total obstruction is found due to chronic pan- 
creatitis, carcinoma, or calcareous deposits in 
the pancreas. When a complete benign obstruc- 
tion exists, the common duct is isolated from its 



Figure 1. Multiple implants of carcinoma of tlic 
gallbladder. Diagnosis difficult. Symptoms simulated 
cholelithiasis or chronic pancreatitis. 

bed, the distal end is ligated, and with the 
proximal end, an end-to-side anastomosis is 
performed to the stomach, duodenum, or jeju- 
num (Figure 5). These short-circuiting opera- 
tions have been employed for a decade with 
benefit to the patient. The history of ten cases 
has been reported recently.* All recovered ex- 
cept one. He was a man thirty-one years old, 
with incomplete obstruction of the common 
duct due to chronic pancreatitis. Three weeks 
after a choledochoduodcnostomy, he died from 

•Print«! in the Archho *if Siirneir- 
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Figure 2. Illustration shows 
the technic of a lateral choledo- 
chogastrostomy. The same meth- 
od may be used in performing a 
choledochoduodenostomy. 


Figure 5. Anastomosis of the 
stomach to the gallbladder. 
( Cholecystogastrostomy . ) 
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Figure 4. Anastomosis of the gallbladder to the Figure 5. Illustrates an end-to-side anastomosis of 
duodenum. The same technic may be used in per- the isolated common duct to the stomach. The duo- 
forming a cholccystojejunostomy, dcnum or jejunum may also be used. 


diabetic acidosis. Another patient in whom a 
diagnosis of cancer of the pancreas was made 
died twenty-two years after the performance of 
a cholecystoduodenostomy; obviously he did 
not have carcinoma. The remaining eight are 
living and well. 


SUMMARY 

The causes of acute and chronic pancreatitis 
are still unknown. When the diagnosis of acute 
pancreatitis has been made with the help of 
the scrum amylase test, conservative and de- 
layed surgical attack gives the best ultimate 
results. Chronic pancreatitis may simulate all 
the symptoms of cholelithiasis and tumors 


witliin tlie lumen of the gallbladder. Jaundice 
may be absent, but if present, its intensity is 
less than that found in cancer of the pancreas. 
At the time of the operation chronic pancrea- 
titis must be differentiated from cancer of die 
pancreas. A biopsy is of considerable help. The 
operations recommended have withstood the 
test of time for over a decade. They consist of 
the various anastomoses of the bile passageways 
with the hollow vi.sccra. 


REFEKENCF. 

ilriiRF.NO, Mmu: DUeasc^ of the Galibladdcr and Allied 
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Bactedologic, Etiologic, and Serologic Studies 
in Epilepsy and Schizophrenia 1. 

EDWARD C. ROSENOW 

LONGVIEW HOSPITAL, CINCINNATI 


I N STUDIES on the etiology of various diseases 
it was found, in agreement with other in- 
vestigators, that the aerobic methods usually 
employed in bacteriology do not suffice for the 
consistent isolation of causative organisms. By 
the use of special mediums which afforded a 
gradient of oxygen tension and other proper- 
ties favorable for the growth of fastidious or- 
ganisms, specific types of streptococci which had 
elective localizing power on injection into ani- 
mals were isolated consistently in studies of 
various diseases.^ 

The results obtained in some epidemic'^"’'’® 
and nonepidemic diseases"''*' have been re- 
ported. Those obtained in studies of epilepsy 
and schizophrenia over a period of a dozen 
years as opportunity was afforded, although 
highly suggestive,” have been withheld until 
results of a more intensive study became avail- 
able. These it is felt are now at hand. 

The results of studies on the isolation of 
alpha streptococci and of experiments in ani- 
mals in which spasms and convulsive seizures 
and disorientation and strange symptoms in be- 
havior were produced with the respective strains 

This is first of a series of three papers by Dr. Roseiiow in 
which are recorded the results of bacteriolo^jic and experimental 
studies on the eiiolojjy of epilepsy and schizophrenia. Papers 11 
and III will appear in later issues of Po^tgruduntc ^tcdicine. 


will be reported elsewhere. Those obtained in 
agglutination, agglutinin absorption, and pre- 
cipitation experiments with / the antiserums 
prepared in horses and rabbits and produced in 
vitro from the respective streptococci and with 
the serum of persons ill are to be reported in 
this paper. 

METHODS AND MATERIAL 

Realizing the difficulties that have been en- 
countered in the isolation of specific types of 
alpha streptococci from persons suffering from 
various diseases and in experiments on aggluti- 
nation'" and precipitation, we have used special 
methods to eliminate these in so far as possible. 
The diagnoses for the most part were made by 
examining physicians in charge of patients in 
hospitals and private practice. Cultures were 
made from nasopharynx, infected teeth, blood, 
spinal fluid, urine, and feces. 

Nasopharyngeal swabbings were made with 
swabs wrapped on aluminum wire and bent to 
a suitable angle without touching the tongue. 
The nasopharyngeal swabbings and the mate- 
rial obtained from pyorrhea pockets and tlie 
severed apexes of pulpless teeth, drawn m a 
sterile manner, were suspended in 2 ml. of a 
0.2 gelatin-Locke or isotonic sodium chloride 
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solution for cultures, precijiitation tests, and 
inoculation of animals. 

Routinely, the surface of horse blood agar 
plates were inoculated and serial dilution cul- 
tures'” were made in mediums affording a 
gradient of oxygen tension, viz. in dextrose 
brain broth or alternately dextrose brain broth 
(o.z per cent dextrose) and soft dextrose brain 
agar (0.2 per cent dextrose and 0.2 per cent 
agar) in tail (12 cm.) columns in test tubes. The 
dextrose brain broth and dextrose brain agar 
were prepared by adding, before autoclaving, 
approximately i part by volume of pieces of 
fresh or frozen calf or young beef brain to 6 
or 7 volumes of the mediums previoiLsly ad- 
justed to /iH 7.2 and contained in Ys x6-or8- 
inch test tubes in columns 12 cm. in height. 


T he amount of inoculum in the first tube 
and degree of serial dilution, usually at 
steps of i-ioo or 10,000, was determined by the 
number and kind of organism found in stained 


films of the material under study. The brain- 
containing mediums used were freshly prepared 
or were boiled to drive off dissolved oxygen 
and cooled to 40°C. immediately before they 
were inoculated. 

Pure cultures for inoculation of animals, and 
for serologic and other studies were obtained 
not from blood agar plates but from the end 
point of growth of usually young primary serial 
dilution cultures in dextrose brain broth or 
dextrose brain agar. Blood agar plates were 
made of tliese to determine the type of strep- 
tococcus and to be sure of the purity of the 
young cultures. 

Pure cultures of streptococci obtained from 
patients and from animals were routinely pre- 
served in dehydrated form by placing the cen- 
trifugated sedimented organisms from young 
dextrose brain broth or dextrose broth cultures 
of streptococci after decanting the supernatant 
broth in very dense suspension (300,000,000,000 
per ml.) of glycerol 2 parts and saturated 
sodium chloride solution i part. Moreover, se- 
lected strains of streptococci were inoculated 
into previously warmed 0.2 per cent dextrose 
broth in gallon bottles containing 3500 ml. each, 
and the organisms of young cultures from a 
continuous feed centrifuge bowl were likewise 
pre,served at lo^C. in dehydrated form in dense 
suspension of the glycerol-sodium chloride so- 
lution menstruum (1,000,000,000,000 organisms 
()er ml.) for agglutination and precipitation 
tests, for immunization of horses and rabbits, 
and for the preparation of solutions of specific 
polysaccharide and thermal antibodies." 

The agglutination tests were made by placing 
0.2 ml. of fivefold dilutions of 1-20 to 1-2500 
of the serum or diermal antibodies into test 
tubes % X3 inches and adding to each tube 0.2 
ml. of the respective suspensions of streptococci 
containing approximately 5,000,000,000 organ- 
isms per ml. The suspensions were allowed to 
stand at room temperature or were lightly cen- 
trifuged to eliminate clumped organisms. The 
setups were thoroughly shaken and placed in 
die incubator at 47°C. to 50°C. for eighteen to 
twenty-four hours.'” Readings were made in 
a dark room under the edge of a shaded light 
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TABLE 1 

ILLUSTRATIVE EXPERIMENT ON THE AGGLUTINATION OF STREPTOCOCCI BY THE SERUM OF PATIENTS 

Source of Dilutions of Serums Degree (0-4) and Percentage of Total Possible Agglutination at 

Fivefold Dilutions of Pools of 5 Serums Each of Well Per- 

T> r> _ 


Streptococcal 

Pools 

AND Per Cent of 

SONS AND OF 

Persons Suffering 

from: 


Agglutination 

Epilepsy 

Schizophrenia 

Arthritis 

Control well persons 

Epilepsy 

(ii)* 

1-20 

I-IOO 

1-500 

1-2500 

Per cent 

2 

2 

3 

3 

63 

3 

3 

0 

0 

38 

2 

2 

0 

0 

25 

2 

2 

0 

0 

25 

Schizophrenia 

(10) 

1-20 

1-100 

1-500 

1-2500 

Per cent 

3 

3 

0 

50 

.3 

3 

3 

2 

69 

2 

2 

0 

0 

25 

2 

2 

0 

0 

25 

.Arthritis 

(30) 

1-20 

I-IOO 

1-500 

1-2500 

Per cent 

2 

2 

0 

38 

2 

2 

0 

0 

25 

2 

3 

3 

3 

69 

2 

2 

0 

0 

25 


1-20 

2 

2 

2 

2 

r > I-IOO 

Control pneumococci 

0 

• *» 

0 

0 

( 9 ) 

1-500 

0 

0 

0 

0 

1-2500 

0 

0 

0 

0 


Per cent 

13 ' 

25 

13 

13 

*The figures in 

parentheses indicate the 

number of strains 

in pools. 




from a loo-watt electric light bulb against a 
nonreflecting background of black velvet cloth. 
The degree of agglutination was recorded with- 
out regard to the source or type of antibody ac- 
cording to the arbitrary scale of o to 4 plus. 

T wo types of thermal antibodies were used 
in agglutination and precipitation tests. 
The one designated simply as thermal antibody 
represented the bacteria-free supernatant of sus- 
pensions in sodium chloride solution containing 
10,000,000,000 streptococci per ml. after auto- 
cla\dng at 15 to 17 pounds pressure for ninety- 
six hours.” The other designated as thermal 
hydrogen peroxide antibody represented the 
bacteria-free supernatant of suspensions in so- 
dium chloride solution containing 10,000,000,- 
000 streptococci per ml. which were autoclaved 
for one hour after adding 1.5 per cent H2O2 
(initial).” The respective streptococci in both 


instances represented dilutions of the partially 
dehydrated organisms from dense suspensions 
in a mixture of glycerol and saturated sodium 
chloride solution. 

Agglutinin absorption experiments were 
done by adding approximately 5,000,000,000 of 
the washed organisms per ml. from the dense 
suspensions in glycerol— sodium chloride solu- 
tion to the respective undiluted serums and 
thermal hydrogen peroxide antibody. The first 
two absorptions were done by incubating for 
one and one-half hours at 35 °C. and the third 
absorption at 35 °C. for one and one-half hours 
and at io°C. for eighteen hours. The respective 
suspensions were centrifuged, the serum or 
antibody was decanted, and the agglutinin 
titer of the absorbed and unabsorbed serums 
determined in parallel manner. 

For the sake of brevity and in order that the 
degree of agglutination of the different strains 
by the four dilutions of the different materials 
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per cent agar or i per cent gelatin were added. 
The degree of clouding or precipitation at the 
interface, after diirty minutes at 35 °C. and 
eighteen hours at io°C., or after eighteen to 
twenty-four hours at 35°C. was recorded ac- 
cording to the arbitrary scale of 0 to 4 plus. 

RESULTS OF CULTURES 

Cultures on blood agar plates and some dilu- 
tions of cultures in dextrose brain broth or soft 
dextrose brain agar were made of nasopharyn- 
geal swabbings from 181 persons suffering 
from epilepsy, from 258 persons suffering from 
schizophrenia, 85 persons suffering from either 
chronic or subacute arthritis, and, as a control, 
from 78 well persons. Green-producing colonies 
of alpha streptococci grew in greatly predomi- 
nating numbers in most of the cultures and in- 
different colonies in a few instances, never in 
predominating numbers. Variable numbers of 
colonies of Micrococcus catarrhalis and of 
staphylococci grew in most instances, and in no 
instance did Hemophilus influenzae grow in 


large numbers. There was no distinctive differ- 
ence between the type of colonies that grew in 
the different groups. In general, however, the 
number of colonies was greater, often far great- 
er, in the persons who were ill than in those 
who were well. 

Shake cultures in blood agar and serial dilu- 
tion cultures in dextrose brain broth or al- 
ternately in dextrose brain broth and dextrose 
brain agar were made from the spinal fluid in 
24 individuals, from the urine in 10, from the 
apexes of pulpless teedi extracted in a sterile 
manner in 24, and from the stool in 23 persons 
suffering from schizophrenia. Tlie spinal fluids 
proved sterile; greening streptococci were iso- 
lated in small numbers from the urine, and in 
large numbers from die teeth; and greening or 
indifferent streptococci were isolated in 19 of 
the 23 stools cultured. 

Cultures in the dextrose brain broth of the 
partially macerated blood clot yielded highly 
pleomorphic greening or indifferent strepto- 
cocci to blood agar in 49, or 29 per cent, of 161 
persons suffering from epilepsy, in only 5, or 


TABLE 4 


Agglutination i 

DF .\LPHA STREPTOCOCCI ISOL.\TED IN STUDIES OF EPILEKY, SCHIZOPHRENI.A AND ARTHRITIS BY 
BEFORE AND AFTER IMMUNIZATION WITH THE RESPECTIVE STRAINS OF STREPTOCOCCI.* 

THE SERUM OF RABBITS 


Streptococcal 

Percentage 

: OF TOTAL POSSIBLE AGGLUTINATION BY THE SERUM OF RABBITS AT FIVEFOLD DILU- 




TIONS, 1-20 

TO 1-2,500 before and after immunization with streptococci 

isolated in 







STUDIES OF 




Streptococci 



Epilepsy 


Schizophrenia 


Arthritis 




RABBIT 8 

R.ABBIT 6 

rabbit 7 

rabbit 9 


Pools 

Strains 

Normal 

Immune 

Normal 

Immune 

Normal 

Immune 

Normal 

Immune 


1 

15 

0 

56 

13 

19 

0 

25 

0 

19 

Epilepsy 

1 

16 

19 

81 

25 

50 

25 

50 

13 

38 


1 

17 

0 

56 

6 

13 

19 

25 

0 

0 

Total 

3 

43 

6 

64 

15 

27 

15 

33 

4 

19 


1 

10 

19 

38 

25 

81 

25 

63 

19 

25 

Schizophrenia 

1 

8 

25 

44 

25 

88 

25 

88 

25 

38 


1 

18 

13 

25 

25 

56 

19 

63 

13 

25 

Total 

3 

36 

19 

36 

25 

75 

23 

71 

19 

29 


1 

31 

13 

25 

19 

31 

6 

25 

13 

56 

.\rthritis 

1 

31 

19 

25 

13 

19 

6 

19 

0 

63 


1 

65 

13 

0 

0 

19 

0 

6 

6 

56 

Total 

3 

96 

15 

17 

11 

23 

4 

17 

6 

58 


*Thc antiserums used were prepared in parallel manner by three daily intravenous and subcutaneous injections per week for four weeks 
^ killed C65'^C. 1 hour) streptococci. The rabbits were bled before the first and ten days after the last injection 

and the agglutination tests were done ten days after the immunized rabbits were bled. 
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TABLE 5 

AoOLUTJK'ATtOK Of STREPTOCOCCI ISOLATED IN STUDIES OP EPILEKT, SCHIZOPHRENIA AND ARTHRITIS BT THE UNAP>OR»ED AND ABSORBED 
SERUMS OF RABBITS THAT HAD BEEN IMMUNIZED WTM THE RESPECTIVE STREPTOCOCa. 


Percent ARE op totai. possible aoolotination op respective streptococci bt the serums or 
R AUDITS AT FIVETOLD DILUTIONS OF 1*20 TO I*2,500 IMMUNIZED WITH THE STREPTOCOCCI 



Streptococcal 




ISOLATED IN STUDIES OF 





EPILEPSY 



SCHIZOPHRENIA 


ARTHRITIS 


Source of 
Strepicxocai 

POOLS 

STR AINS 


RABBIT 8 



RABBIT 6 



R.ABDIT 9 


UNAB* 

SORBED 

ABSORBED WITH 

STREPTOCOCCI 

ISOLATED IK 

STUDIES OP 

UNAB- 

SORBEC 

ABSORBED WITH 

STREPTOCOCCI 

ISOLATED IN 

> STUDIES OF 

UNAB- 

SORBED 

ABSORBED WITH 

STREPTOCOCCI 

ISOLATED IN 

STUDIES OF 

Epilepsy 

Arthritis 

Schizo* 

phiuniB 

Arthritis 

Arthritis 

Epilepsy 


1 

n 

75 

31 

44 

25 

25 

25 

31 

31 

31 

Epilepsy 

1 

16 

69 

44 

63 

50 

50 

50 

50 

38 

31 


1 

10 

SO 

44 

44 

69 

38 

56 

31 

25 

25 

PHRENIA 

1 

s 

50 

38 

44 

69 

38 

63 

50 

50 

44 




25 

19 

19 

25 

19 

19 

50 

6 

44 

Arthritis 

1 

65 

25 

19 

19 

2$ 

19 

19 

50 

0 

51 


4 per cent, of 125 persons suffering from schizo- 
phrenia, in 7, or 14 per cent, of 69 persons liav- 
ing chronic arthritis, and in not one of 62 well 
persons or persons suffering from noninfectious 
ailments. The incidence of isolation of strepto- 
cocci from the blood in persons having epilepsy 
was highest shortly before or during seizures, 
and most of the 49 persons from whose blood 
the streptococcus was isolated were taking 
plienobarbital or dilantin or both at the time 
the blood was drawn. 


RESULTS OF AGGLUTINATION EXPERIMENTS 

The type of agglutination experiments which 
were done, the way results were recorded, and 
the method of determining the percentage of 
agglutination and of indicating specificity are 
shown in Table 1. The results of agglutination 
of a large number of tlie respective strains by 
the different antiserums, by thermal antibodies, 
and by the scrum of patients are summarized in 
Tables 2, 4, 6, 7, and S. A high degree of respec- 
tive specific agglutination was obtained with 


TABLE 6 

AqOLUTIK.ATIUK of alpha STREPTOCOCCI IWUATEO IN STUDIES OP EPILEPSY. SCHIZOPHRENIA AND ARTHRITIS BY THERMAL aNTIBODT PREPARPII 
FROM THE RESPECTIVE STR AINS OP STREPTOCOCO, 20,000.000,000 PER Hll. IN NzCl SOLUTION, AUTOCLAVED FOR 96 HOURS- 


Source oi 
Streptckocci 

Streptococcal 

Aoolutination 

Expeeimevts 

Avtibodt 

PREPAX ATIOVS 

PeRCENTAOE of total POSSIBLE AtJOLU- 
tination at fivefold dilutions of 1-20 
TO 1 - 2,500 of thermal ANTiBonr pre- 
pared noM streptococci isolated in 

STUDIES or 


Pools 

StR AINS 

number 

TIME 


Epilepsy 

Schizo- 

phrenia 

Arthritis 


1 

11 

8 

1945 

4 

50 

30 

0 


I 

12 

6 

1946 

5 

41 

25 

0 


1 

10 

9 

1945 

4 

38 

50 

0 



15 

7 

1946 

5 

38 

63 

13 


1 

30 

7 

1945 

4 

35 

38 

50 


1 

12 

S 

1946 

5 

31 

58 

56 
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TABLE 7 

Agglutination of alpha strbptococci isolated in studies of epilepsy, schizophrenia, arthritis and respiratory infections by 
THERMAL ANTIBODY PREPARED FROM THE RESPECTIVE STRAINS OF STREPTOCOCCI, 10,000,009,000 PER Hll. IN NrCI SOLUTION PLUS 1.5% HjOo 

AND AUTOCLAVED FOR ONE HOUR. 

Percentage of total possible agglutination at fivefold dilutions of 1-20 to 1-2,500 of 
Streptococcal thermal antibody prepared in vitro from streptococci isolated in studies of 


Source of Epilepsy Schizophrenia Arthritis Respiratory ■ 

Streptococci QO)* 00 CO • -Infections CS) 



Pools 

Strains 

Tests 

Per cent 
Aggluti- 
nation 

Tests 

Per cent 
Aggluti- 
nation 

Tests 

Per cent 
Aggluti- 
nation 

Tests 

Per cent 
Aggluti- 
nation 

Epilepsy 

13 

83 

39 

63 

48 

. 53 

6 

38 

14 

52 

Schizophrenia 

13 

118 

42 

47 

67 

68 

6 

45 

19 

47 

Arthritis 

3 

44 

21 

40 

28 

35 

8 

73 

12 

50 

Respiratory Infections 8 

175 

23 

48 

26 

51 

7 

38 

17 

73 


♦Figures in ( ) indicate the number of preparations of thermal antibody used in the agglutination tests. 


TABLE 8 

Agglutination of streptococci isolated in studies of epilepsy, schizophrenia, arthritis and respiratory infections by the 

SERUMS OF PERSONS SUFFERING FROM EPILEPSY, SCHIZOPHRENIA OR ARTHRITIS AND OF WELL PERSONS. 


Percentage of total possible agglutination of 
Streptococcal Experiments respective streptococci at fivefold dilutions of 1-20 

Source of '■'o 1-2,500 of the serum of persons suffering from 


Streptococci 





EPILEPSY 

SCHIZO- 

ARTHRITIS 

CONTROL 


POOLS 

strains 

NUMBER 

TIME OF 

037)* 

PHRENIA 

(53) 

WELL PERSONS 






(108) 

(59) 

Epilepsy 

2 

23 

9 

1945 

64 

45 

19 

20 

10 

133 

30 

1946 

58 

35 

12 

15 

Schizophrenia 

2 

6 

22 

58 

9 

23 

1945 

1946 

45 

42 

68 

60 


B 

Arthritis 

2 

4 

43 

43 

9 

14 

1945 

1946 

14 

10 

19 

10 

53 

37 

16 

13 

Respiratory Infections 

3 

115 

4 

1945 

22 

18 

.27 

36 


♦The figures in ( ) indicate the number of patients whose serum was used. About one-half were tested in 1945 and 1946 respectively. 

However, the agglutinating action of the former group was determined in pools of 4-6 while that of the serums of the latter group 
was determined separately. 


TABLE 9 

Agglutination of streptococci isolated in studies of epilepsy, schizophrenia and arthritis by the unabsorbed and absorbed 

SERUMS OF respective PATIENTS AND BY THERMAL ANTIBODY. 

Strep- Experi- Percentage of total possible agglutination at fivefold dilutions of 1-20 to 1-2,500 of serum 

TOCOCCI MENTS of PATIENTS SUFFERING FROM - 

Thermal antibody pre- 

PARED PROM STREPTO- 

Epilepsy Schizophrenia Arthritis cocci isolated in 

STUDIES OF epilepsy 

ABSORBED WITH ABSORBED WITH ABSORBED WITH ABSORBED WITH 

STREPTOCOCCI STREPTOCOCCI STREPTOCOCCI STREPTOCOCCI 

2 UnaD- isolated in UnAB- ISOLATED IN UnaB- ISOLATED IN UnaB- ISOLATED IN 

< SORBED STUDIES OF SORBED STUDIES OP SORBED STUDIES OP SORBED STUDIES OF 

H NO. TIME Epi- Archri- Schizo- Arrhri- Arthri- Epi- Epi- Arthn- 

Icpsy tis phrenia tis tis Icpsy lepsy 


Epilepsy 

2 

23 

2 

1945 

56 

13 

38 

38 

13 

25 

25 

13 

13 

63 

44 

. 50 

1 

11 

1 

1946 

69 

13 

38 

50 

38 

25 




69 

56 

■".11- 

Schizo- 

2 

21 

2 

1945 



mm 

54 

0 


0 

13 

13 

50 

44 

31 

PHRENIA 

1 

10 

1 

1946 

mi 



57 

19 

38 




31 

31 

' ‘ _ 

Arthritis 

2 

43 

2 

1945 



■El 

19 

25 

■a 

56 

13 

38 

44 

44 

31 

1 

30 

1 

1946 

mSM 


mSM 

38 

25 





44 

31 



Source of 
Strepto- 
cocci 


•j 

o 

o 

D. 
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TABLE 10 


Aoolutination or streptococci and precipitation or streptococcai. polysaccharide av the serum op persons IUPPEIINC* TROM 

EPILEPSY IN RELATION TO GRAND SIAL SEIZURES. 


Source op 
Streptococci 

Streptococcal 

Percentage op total possible agglutination op the respective streptococci at pivbpold 
dilutions op 1*20 to 1*2,500 op the serum op persons sufperino pro.m epilepsy obtained 
shortly bbpore and after grand mal seizures. 

Pools 

Strains 

Case 1 

Case 2 

Case 3 

Case 4 

Cask 5 


B* 

A» 

B 

A 

B 

A 

B 

A 

B 

A 

Epilepsy 

I 

11 

44 

69 

56 

63 

44 

56 

38 

63 

56 

81 

Schizophrenia 

1 

10 

31 

50 

25 

38 

31 

44 

38 

50 

38 

50 

Arthritis 

1 

30 

38 

31 

0 

0 

25 

13 

13 

25 

25 

25 

Encephalitis 

1 

24 

38 

25 

0 

0 

38 

25 

13 

38 

31 

31 

RespiratoryInpections 1 

95 

31 

38 

25 

13 

25 

13 

0 

13 

31 

31 

Peptic Ulcer 

1 

12 

31 

13 

0 

0 

13 

25 

0 

13 

13 

13 

pbrcentaob op precipitation op respective streptococcal POLTSACCHARIDE. 

Epilepsy 

1 

11 

25 

50 

50 

50 

25 

50 

25 

50 

50 

75 

Schizophrenia 

1 

10 

0 

25 

25 

25 

25 

25 

0 

25 

25 

25 

Arthritis 

1 

30 

0 

0 

25 

25 

0 

25 

0 

25 

25 

25 


hours before seizures. A>-l-*3 hours after seizures. The degree of precipitation was recorded according to the arbitrar)’ scale 
of CM plus, each plus representing 25 per cent. 


each of the different types of antiserums, with 
the thermal antibody, and with the serum of 
the patients. 

liie results of experiments on specificity of 
agglutinins by absorption from the respective 
serums and diermal antibody with homologous 
and heterologous streptococci are summarized 
in Tables 5, and g. It will be seen that absorp- 
tions with the homologous strains consistently 
caused a far greater reduction of agglutinins 
than heterologous strains. Moreover, tlic reduc- 
tion was usually relatively greater by the more 
closely related heterologous strains isolated in 
studies of epilepsy and schizophrenia, respec- 
tively, than by more distantly related strains 
isolated in studies of arthritis. 

Thermal antibody, the serums of horses and 
rabbits that had been immunized with the re- 
spective streptococci, and the scrum of persons 
all agglutinated specifically the streptococci 
isolated from nasopharynx, apexes of pulpless 
teeth, and blood, but did not agglutinate the 
streptococci isolated from the urine and feces. 

The agglutinin titers of the serums of patients 
suffering from epilepsy shortly before and 
shortly after grand mal seizures over strepto- 
cocci isolated in studies of different diseases and 
precipitation of |X)lysaccharidc obtained from 
streptococci isolated in smdies of epilepsy. 


schizophrenia, and arthritis are summarized in 
Table so. It will be seen that the agglutinin and 
precipitin titers were consistently higher witli 
the serum obtained shortly after seizures than 
with the serum obtained shortly before seizures. 
This was associated with a sharp drop in spe- 
cific streptococcal antigen in skin or blood de- 
termined by intradermal injection of antibody 
(to be reported elsewhere). 

RESULTS OF PRECIPITATION EXPERIMENTS 

The results of precipitation experiments witli 
the antiserums prepared in rabbits and horses, 
the scrum of patients, and the tsvo types of 
thermal antibodies over different dilutions of 
polysaccharide of die respective streptococci 
arc summarized in Tables ss, S 2 , and 75, and 
those obtained witli antiserum of horses, rab- 
bits, and scrum of patients over cleared sodium 
chloride solution washings of nasopharyngeal 
swabbings are shown in Table S4. A high de- 
gree of specificity was consistently obtained 
with each of the materials containing antibody. 

COMMENTS AND SUMMARY 

Tlie results of agglutination and precipita- 
tion experiments with suspensions, extracts. 
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and solutions of polysaccharide of alpha strep- 
tococci isolated in studies of idiopathic epilepsy, 
schizophrenia, and as controls in arthritis, and 
the serum of respective patients, the serum of 
horses and rabbits that had been immunized 
with the respective streptococci, and thermal 
antibodies prepared in vitro from streptococci 
isolated in studies of epilepsy, schizophrenia, 
and arthritis are reported. 

A consistently high degree of specific agglu- 
tination of the respective streptococci and of 
specific agglutinin absorption and a correspond- 
ingly high degree of specific precipitation of 
extracts of the streptococci, of extracts of naso- 


pharyngeal swabbings, and of solutions of poly- 
saccharide by the serums of patients, by the 
serums of immunized horses and rabbits, and 
by thermal antibody were obtained. 

The streptococci subjected to the serologic 
tests were isolated chiefly during studies of the 
past two years, but some were taken as long as 
twelve years before from nasopharyngeal swab- 
bings, from infected teeth, and from the blood 
of widely separated groups of persons suffering 
from the respective diseases. 

Success in separating the specific types of 
alpha streptococci from saprophytic types 
normally present in nasopharynx of human 


TABLE 11 

Precipitation reaction between the serum of rabbits immunized with streptococci isolated in studies of epilepst, schizophrenia 
AND arthritis AND THE POLYSACCHARIDE OF THE RESPECTIVE STREPTOCOCCI. 

Solution of polysaccharide Precipitation at the interface between solutions of polysac- 


Source of 
Streptococci 

from 50 billion streptococci 
PER ml. of following pools 

OF streptococci 

CHARIDE OP STREPTOCOCCI AND THE SERUM OF RABBITS IMMUNIZED WITH 

STREPTOCOCCI ISOI-ATED IN STUDIES OF 

EPILEPSY 


SCHIZOPHRENIA 


ARTHRITIS . 

POOLS* 

STRAINS 

DILUTION 

rabbit 8 

rabbit 6 

RABBIT 7 

RABBIT 9 

Normal 

Immun- 

ized 

Normal 

Immun- 

ized 

Norma] 

Immun- 

ized 

Normal 

Immun- 

ized 




1-0 

0 

3 

0 

1 

0 

2 

0 

2 




1-10 


1 

0 

0 


0 


1 




1-100 


1 

0 

0 


0 


0 




1-0 

0 

3 

0 

1 - 

0 

2 

0 

1 . 

Epilepsy 

1075 

16 

1-10 


2 

0 

1 


1 


1 




1-100 


2 

0 

0 


0 


0 




1-0 

0 

3 

0 

2 

0 

1 

0 

1 


144 

12 

1-10 


2 

0 

0 


0 


0 




1-100 


1 

0 

0 


0 


0 




1-0 

0 

1 

0 

4 

0 

3 

• 0 

1 


845 

28 

1-10 


0 

0 

2 


2 


0 




1-100 


0 

0 

1 


1 


0 




1-0 

0 

2 

0 

4 

0 

4 

0 

2 

Schizophrenia 

896 

11 

1-10 


1 

0 

1 


3 


0 




1-100 


0 

0 

1 


2 


0 _ 




1-0 

0 

2 

0 

4 

0 

4 

0 

1 


146 

12 

1-10 


1 

0 

2 


2 


1 




1-100 


0 

0 

1 


2 


0 




1-0 

0 

1 

0 

2 

0 

2 

0 

3 


864 

31 

1-10 


1 

.0 

1 


1 


2 




1-100 


0 

0 

0 


0 


1 





0 

1 

0 

2 

0 

2 

0 

4. 

Arthritis 

862 

1 

1-10 


1 

0 

' 2 


• 2 


3 




1-100 


0 

0 

0 


0 


2 




1-0 

0 

1 

0 

2 

0 

1 

0 

3 


5592 

12 

1-10 


1 

0 

0 


1 


2 




1-100 


0 

0 

0 


0 


1 

Control NaCl 

SOLUTION 


1-0 

0 

0 

0 

0 

0 

0 

0 

0 


*Figures indicate laboratory number of respective pools. 
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beings is attributable to the serial dilution meth- 
ods used in the primary isolations. The main- 
tenance of respective original specificity for 
agglutination and precipitation .studies, for die 
preparation of specific antiserums, and also for 
production of thermal antibodies with heat 
alone, or with hydrogen peroxide and much 
less heat, is attributable to the preservation of 
specific properties of freshly isolated strepto- 
cocci in dehydrated form in the dense suspen- 
sion of glycerine, 2 parts and saturated sodium 
chloride solution, i part. Viability and specific 
virulence svere often maintained for as long as 
two years in diis menstruum, and antigenic 
specificity was maintained apparently indefi- 
nitely. In extended studies of alpha streptococci 
as isolated in studies of various diseases we have 
not been able to find a medium which will 
maintain viability, elective localizing power, or 
virulence, and specific serologic properties over 
prolonged periods. From these studies it be- 


came apparent that dormancy of cultures kept 
under proper conditions is especially favorable 
for maintaining viability and specific properties. 
Keeping cultures frozen in dry ice or in dehy- 
drated form in vacuo on glass beads, although 
a usually satisfactory mcdiod, is cumbersome 
and not suited for routine studies. Viability of 
cultures of the respective streptococci was main- 
tained for several years at room temperature 
without transfer in autoclaved chick embryo 
medium in tall columns layered with liquid 
petrolatum; howeser, changes in virulence and 
antigenicity occurred seasonally in accord with 
epidemics of respiratory and other injections. 

Viability and antigenic specificity but usually 
not virulence were maintained in cultures of 
streptococci and pneumococci on blood agar 
slants sealed with sterilized paraffined corks or 
screw caps when stored at room temperature 
in the dark for years without transfer. Here 
also dormancy and reduced oxygen tension arc 


TABLE 12 


PitECi>>lTATION KEACTiON BETWEEN THE SERUMS OF HORSES IStMUNlZED WITH STREPTOCOCCI ISOLATED IN STUDIES OF CPlLEPSY,*tCHtZOPKRENlA 
AND ARTHRITIS, THE SERUM OP PERSONS SUPTERlNO PROM THESE DISEASES AND THE POLYSACCHARIDE OF THE RESPECTIVE STREPTOCOCCI 



Solution 

OF POLYSACCHARIDE FROM 50 

Precipitation (0-4) at the interface bbtsvben solutions of poly- 
saccharide AND THE serum OF 

Source of 
Streptococci 

BILLION streptococci PER ml- OF 
FOLLOWING POOLS OF STREPTOCOCCI 

horses immunized with strep- 
tococci isolated in studies or 

PERSONS SUFFERING 

FROM 


Pools* 

Strains 

Dilution 

Epilepsy 

Schizo- 

phrenia 

Arthritis 

Epilepsy 

Schizo- 

phrenia 

Arthritis 


844 

46 

1-10 

1-100 

3 

3 

2 

1 

2 

1 

2 

I 

0 

0 

0 

0 

Epilfpsv 

1075 

16 

1-10 

1-100 

3 

2 

1 

0 

2 

1 

1 

1 

0 

0 

0 

0 


144 

12 

1-10 

1-100 

4 

2 

1 

0 

2 

1 

2 

2 

0 

0 

0 

0 


645 

28 

l-IO 

1-100 

2 

0 

2 

1 

I 

0 

0 

0 

I 

t 

0 

0 

ScHIZOPHRFNIA 

896 

11 

1-10 

1-100 

2 . 

0 

2 

1 

1 

0 

0 

0 

2 

0 

0 

0 


146 

12 

I-IO 

1-100 

1 

0 

3 

2 

1 

1 

1 

0 

1 

0 

0 


846 

31 

1-10 

1-100 

2 

1 

0 

4 

2 

0 

0 

1 

0 

0 

1 

Arthritis 

862 

1 

l-IO 

1-100 

2 

I 

0 

3 

2 

0 

0 

0 

0 

0 


5592 

12 

1-10 

1-100 

2 

0 

4 

2 

0 

0 

0 

c 

I 

Control NaCl 

SOLUTION 


1-lD 

0 

0 

0 

0 

0 

0 


•piKiircs intlicaic KihorAtofy numtxr of rf'pecti\f jviols. 
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important. The overlying gas in sealed blood 
agar slant cultures became rich in carbon diox- 
ide. When carbon dioxide was displaced with 
atmospheric oxygen on breaking the seal while 
making subcultures, death of the surviving or- 
ganisms usually occurred promptly. 

The data obtained in this, study and those 
obtained in the experiments on animals with 
the freshly isolated strains and those of cutane- 
ous tests made with natural and thermal strep- 
tococcal antibodies and antigen (to be reported 
elsewhere) indicate that (i) persons suffering 
from epilepsy and schizophrenia, despite the 
usual absence or slight symptoms of an active 


infection, harbor in their nasopharynx, apexes 
of pulpless teeth, and sometimes in their blood 
specific types of alpha streptococci which are 
not harmless or casual invaders but which are 
specifically antigenic; (2) the streptococci and 
the “neurotoxins” which they produce have 
predilection for certain structures in the brain, 
and (3) they may play an important role in 
the pathogenesis of epilepsy and schizophrenia. 
Studies on the nature of the respective neuro- 
toxins produced by the streptococci and the 
use of streptococcal vaccines and thermal anti- 
bodies in prevention and treatment are in 
progress at the present time. 


TABLE 13 

Precipitation reaction between solutions of thermal antibody and polysaccharide prepared respectively from streptococci 

ISOLATED IN STUDIES OP EPILEPSY, SCHIZOPHRENIA AND ARTHRITIS. 


Precipitation at interface between polysaccharide ;of strepto- 
Streptococcal cocci and filtrates of thermal antibody prepared from strepto- 

cocci ISOLATED IN STUDIES OF EPILEPSY, SCHIZOPHRENIA AND ARTHRITIS 
BY AUTOCLAVING THE RESPECTIVE NrCI SOLUTIO N SUSPENSIONS FOR 

Dilutions ninety-six hours (20 billion one hour -|- 1.5% HjOj (10 
op poly- JJ,] ^ BILLION PER Hll.) ' 

POOLS* STRAINS SACCHARIDE SchizO- SchizO- 

Epilepsy phrcnia Arthritis Epilepsy phrcnia Arthritis 

1-0 1 0 0 2 1 0 

844 46 1-10 1 2 1 2 1 0 

1-100 2 1 1 3 1 0 

To i i 0 3 2 "o^ 

Epilepsy 1075 16 1-10 2 1 1 2 1 0 

1-100 1 0 0 1 0 0 

LO 2 i 0 3 2 

144 12 1-10 2 1 1 2-1 1 

1-100 1 0 0 1 0 0 


1-0 120331 

845 28 1-10 1 3 1 1 2 0 

1-100 0 2 0 ]_ 2 _0 

_ - _ _ _ _ -j 

Schizophrenia 896 11 1-10 2 3 1 1 2 0 

1-100 1 2 0 1 2 

__ _ _ . _ _ _ ^ - 

146 12 1-10 1 2 1 1 2 1 

1-100 0 1 0 1 2 0 


1-0 1 1 2 2 2 2 

864 31 1-10 1 2 2 0 0 0 

1-100 1 1 2 0 0 0 

j 2 3 3~ 3^ ~~2 

.\rthritis 862 1 1-10 1 1 1 0 0 1 

1-100 0 0 1 0 0 1 

To i i 1 3 3 r 

5592 12 1-10 1 1 2 1 1 1 

1-100 0-0 1 0 0 1 


Filtrates op solu- 
tions OF poly- 
saccharide 

PREPARED FROM 

streptococci (50 

BILLION PER ml.) 
ISOLATED IN 
STUDIES OF 


‘Figures indicate laboratory numbers of respective pools. 
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TABLE 14 

PrECIPJTATION at the JKTEBPACB between NaCl SOLITTION WaSHIKOS or nasopharyngeal SWABBINOS op persons SUrFERINO FROVf 
EPILEPSY, schizophrenia ANO ARTHRITIS AND THE SERUMS OF RESPECTIVE PATIENTS AND THE SERt/MS OP HORSES AND RABBITS THAT HAD 
BEEN IMMUNIZED WITH THE RESPECTIVE STREPTOCOCCI. 


Source op 

Percentage op PRECrpiTATioN at rNTERFAce between cleared NaCi solution vs 

SVVABBINOS AND THE SERUM OF 

'ASKINGS 

OF NASOPHARYNGEAL 

Antigen: 

HORSES IMMUNIZED WITH STREPTO- 

RADBITS IMMUNIZED WITH STREPTO- 



Nasopharyngeal 

COCCI 

isolated in studies OP 

COCCI ISOLATED IK STUDIES OF 


SWABDINOS 



Schizo- 




Schizo- 




Schizo- 



Cases 

Epileps; 

r phrenia 

Arthritis 

Cases 

Epilepsy phrenia Arthritis 

Cases 

Epilepsy phrenia 

Arthritis 


20 

65 

35 

10 

20 

85 

25 

0 

20 

70 

0 

0 


21 

67 

38 

14 














10 

80 

70 

10 

io 

40 

0 

10 

Epilepsy 

17 

65 

29 

0 





17 

59 




10 

70 

0 

0 

10 

50 

50 

10 

10 

70 

20 

0 


68 

68 

3i 

7 

40 

75 

38 

5 

57 

6! 

4 

2 


26 

0 

58 

4 

26 

23 

69 

4 

26 

S 

62 



46 

7 

72 

0 









Schizophrenia 

10 

0 

70 

0 





10 

0 

80 



20 

10 

70 

5 





20 

10 

60 



102 

5 

68 

2 

26 

23 

6^ 

4 

56 

7 

64 

2 

Arthritis 

27 

0 

7 

41 










14 

7 

0 

0 

14 

7 

0 

0 

14 

0 

7 

0 


34 

3 

0 

0 









Well Controls 

17 

0 

6 

6 





17 

0 

0 

0 


20 

0 

0 

0 

20 

15 

10 

5 

20 

10 

0 

0 


85 

2 

1 

I 

34 

12 

6 

3 

51 

4 

2 

0 
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Fluorine in Control of Children’s 
Tooth Decay 

NILS P. LARSEN 

MEDICAL ADVISER, HAWAIIAN SUGAR PLANTERS’ ASSOCIATION 


T ooth decay is the most prevalent disease 
in the world. The recovered skulls of all 
ages except the Iron Age show teeth with 
decay. The Bronze Age skulls show 37 per cent 
with decay, whereas the skulls of the Roman 
colonists show 85 per cent.^ Throughout the 
world today we see almost as much variation in 
groups living in different parts of the world. 
Polynesians in Samoa have shown 4 per cent 
with decay, ^ people in Tripolitania 50 per cent, 
and a group of children in Hawaii exhibited 
99.9 per cent.^ 

Hawaii, with its mixed population, its warm, 
even climate, and the excellent medical control 
of the children on the sugar plantations, seemed 
an ideal place in which to study this problem. 
One study^ showed 74 infants on a rice diet 
with 99.9 per cent with decay, and 50 per cent 
of all erupted teeth decayed. In a comparable 
group of 42 infants whose rice , (acid residue 
starch) had been replaced by taro (a tuber with 
alkaline residue starch) only 7 per cent showed 
decay. Another group of 22 Polynesian chil- 
dren'’ living on a poi and fish diet had almost 
perfect teeth, whereas 55 Polynesians living in 
Honolulu, eating rice and bread, showed 98.2 
per cent with decay. Ferguson recorded that 
decay was due to miscegenation, but the Island 
of Tristan da Cunha with 156 people of mixed 
races showed only ii per cent with decay.® 


In a study made in 1930, 779 Japanese children 
showed only two with noncarious mouths,” 
whereas at the same age in the same age group 
109 Caucasian children showed 55.6 per cent 
with decay-free mouths. These children had 
much more fruit and vegetables and less cereal 
starches. The water was the same for both 
groups of children. 

Because of certain dog experiments that 
seemed to verify the importance of the acid 
radicals in die diet,® it was assumed diat the 
cause of decay was the excess of acid radicals 
in the food, since 50 per cent to 80 per cent of 
the calories came from acid residue rice. An- 
odier study made in 1937 seemed to confirm 
diis.’^ A third study on 1140 children was made 
in 1940 to make a further check on the evi- 
dence presented. 

The Dental Research Committee of the 
Honolulu Dental Association, consisting of 12 
well-trained dentists, agreed to do the dental 
survey. Four main groups were studied. Group 
I consisted of approximately 250 children under 
the age of three, living on a plantation, who 
had been fed a well-balanced diet at die planta- 
tion health center every day for a period of 
seventeen years. The second group were the 
same type of children living eight miles away, 
diese, however, had had no special feeding 
clinics. Group III consisted of specially selected 
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children living on plantation No. 2 but coming 
from a higher economic bracket. Group IV 
consisted of 102 newly arrived Filipinos who 
were undernourished, anemic, and heavily in- 
fested with intestinal parasites. Examination 
showed very few of tlie latter children had firm 
muscles. The majority had distended abdomens 
and were definitely undersized compared with 


the local children. Yet the surprising fact was 
that their teeth were much better, with 89 per 
cent of their teeth being free of decay. This 
evidence suggested that a “good” or “bad” diet 
was not the answer, but that if certain elements 
were present in a diet, even though it was in- 
sufficient to produce good general health, tooth 
decay might be inhibited. 

Of a group of 180 kindergarten children 55 
per cent of the 3677 teeth were decayed, wJiereas 
of the 102 immigrant Filipinos only ii per cent 
were decayed. Thirty-seven per cent of the teeth 
of the 278 Filipino children born and raised in 
Hawaii showed decay, and only 4.7 per cent of 
the mouths were entirely free of decay. On the 
other hand, 48 per cent of the newly arrived 
Filipinos’ mouths were free of decay. Table i 
shows decay by races. 

A careful diet check showed that the local 
Oriental diet was low in vegetables, legumes, 
fruits, milk, and even sweets, compared with a 
standard diet. It was high in cereals and pro- 
teins. At the health center 250 children under 
four years of age were fed a daily tuber, vege- 
t.able, and milk diet in place of the usual rice 
diet. In a study of the children on that planta- 
tion who were six years or younger, 66 per cent 
had iierfect sets of teeth, and 87 per cent of all 
erupted teeth were decay-free. Of 127 children 
of the same age group on the nondiet planta- 
tion only 9 per cent had perfect sets and only 
49 per cent of all teeth were free of decay. 
However, when a study was made of the chil- 


TAUI.E I 

Tooth Dtc.«' bv Nationalities 


Njlionality 

Number of 
ChilJrcn 

Number of PccayciJ. 
Missinj:. Rllnl 

I>cca>- 
Free Tcctii 

percent of DMF 
in All Teeth 

Percent of Children 
Decay-Free 

Japanese 

ssC 

6.56s 

<5.525 

50 

j.n 

Filipino 

afifi 

2.M7 

4,111 

34 

5.6 

MisccRcnciic . . 

102 

905 

1.441 

3S 

S.fi 

Chinese 

A4 

43« 

552 

45 

6.3 

CaucaMJii 


386 

(•4t 

3* 

>1*5 

Porto Rican 

»5 

254 

ioo 

7» 

6.6 

Korean 

5 

61 

55 

52 

<).■> 

Hawaiian 


6$ 

. 28 

70 


New p'llipinos 

ino 

253 

*.77« 

12 

47.f» 

Totals ......... 

J.ixfi 

10,969 


41 

7.6 
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dren living on these two plantations who were 
six years old and over, it was revealed that 40.8 
per cent of the teeth of those on the diet were de- 
cayed as compared to 41.6 per cent of the teeth 
of those who were not on a diet. This was 
a mathematically insignificant difference. 


were high in fluorine. About this time (1945) 
the Navy put out a study on rats^^’ in which 
it was shown that oxalates gave a form of sur- 
face protection that apparently provided as 
much decay resistance as fluorine. The value 
of these two factors, fluorine and oxalates, 


TABLE 2 



Group Given Calcium Fluoride | 

Control Group 

OF 45 Children 

Before Tablets 

After Tablets 

First Examination 

Second Examination 

Teeth with active decay 

9 -) I 

354 

265 

306 

Teeth with nonactive decav 

178 

882 

28 

74 

Decay-free teeth 

805 

721 

385 

41J 


I T SEEMED evident that water alone — they all 
drank the same water — or sunshine alone — 
they all had seven and a half hours of sunshine 
daily — wasn’t the factor. Heredity did not seem 
to be important because Oriental children on 
certain diets had good teeth and others on dif- 
ferent diets had bad teeth. Filipinos in Hawaii 
had bad teeth, whereas newly arrived Filipinos 
had good teeth. The relation of the toothbrush 
to tootli decay seemed unimportant, since those 
with good or bad teeth performed this rite 
equally. The acid base factor alone did not seem 
to be the answer since many of the newly ar- 
rived Filipinos ate rice three times a day. It was 
a home-threshed rice, but acid residue. To stop 
eating candy is not the answer. Some high 
candy eaters have no decay, whereas many low 
sugar eaters have considerable decay. The Cali- 
fornia studies® showed that although an excess 
of sugar definitely seemed to increase the 
growth of lactobacilli, 10.4 teaspoons of sugar 
a day was used by the students with perfect 
teeth. In the experiment by Percy Howe® mon- 
keys were fed adhesive sugar balls twice daily 
for eight months and they did not develop any 
dental caries. 

Hence it seemed other factors might be re- 
sponsible for the rampant tooth decay found. 
Recent studies'® showed the water in Hawaii 
to be low in fluorine — 0.02 parts per million 
to 0.2 parts per million. Other studies had 
shown that brackish water and fish foods"’'" 


which were unknown as possible controlling 
factors at the time of the previous studies, might 
prove to be as important as, or even more im- 
portant than, the previously enunciated acid 
base factor. 

To try to determine the effect of fluorine, a 
group of 180 kindergarten children were used 
for intensive study, since they had very ram- 
pant tooth decay (55 per cent). Rampant tooth 
decay is commonly seen in Hawaii in the de- 
ciduous teeth and is called odontoclasia. It is a 
rapidly spreading surface enamel decay that 
can be differentiated from ordinary caries, 
though the causes may be the same. One hun- 
dred and nineteen of these children were told 
to suck one calcium fluoride tablet a day (2.0 
mg. calcium fluoride, 30.0 mg. vitamin C and 
400 I.U.U.S.P.XII vitamin D*). The children 
were given these tablets over a period of about 
four months. Each child received an average of 
98 tablets. The results are shown in Table 2. 

T he fact that the control group of 45 chil- 
dren were not receiving fluorine was 
known to the dentists. The figures seemed to 
show a striking difference. Apparently calcium 
fluoride tablets had caused a definite decrease 
in the activity. The dentists were quite con- 
vinced that the activity was decreased. How- 

*Supplied through courtesy of Ayerst, McKenna & Harrison, Ltd- 




Dental survey being made in 1946 in the Health Center room of plantation. 
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ever, scattered among the children getting 
fluorine were some 24 children who did not 
receive the tablets. The dentists were unaware 
of this fact. Table 3 shows the results among 
this group. 


TABLE 3 



First Examination 

Second Examination 

Teeth with 

181 


active decay 

Teeth with 

58 


nonactivc decay 

25 

123 

Decay-free teeth . . 

270 

218 


The fluorine cases showed a 37 per cent de- 
crease in tooth decay activity, whereas the con- 
trols showed a 10 per cent increase. However, 
the unknown controls showed a decrease of 32 
per cent. The findings suggest that the uncon- 
scious mind had considerable influence in de- 
ciding whether the tooth decay was active or 
nonactive. It indicates the need of careful and 
double controls for each conclusion reached. 

The sputa examinations^® also suggested that 
no definite change had been accomplished by 
the tablets. An analysis was made on more than 
one specimen from each child studied. Dr. 
Hartmann, Professor of Bacteriology at the 
University of Hawaii, used the color test to 
check the bacteriologic counts. We were forced 
to the conclusion that in the course of four 
months the use of one calcium fluoride tablet 
given daily (the present market price being $3 
per hundred tablets) had failed to influence the 
lactobacillus count. 

Fulton stated^® that less than 1000 lactobacilli 
per cubic centimeter indicates immunity to 



Odontoclasia: A rapidly spreading surface enamel 
decay commonly seen in Hawaii. 


tooth decay; counts up to 15,000, moderate 
susceptibility; the higher the counts, the greater 
the susceptibility. This is generally accepted as 
a good indication of the degree of suscepti- 
bility to caries. 

The evidence did not seem to support the 
theory that one calcium fluoride tablet influ- 
enced tooth decay. The evidence, however, is 
overwhelming that children should get some 
fluorine, preferably as i part per million of 
sodium fluoride in their drinking water. Chil- 
dren who get this amount of fluorine have a 
caries experience rate of 240, whereas children 
living in cities in which the fluorine content of 
the water is as low as it is in Honolulu have a 
caries experience rate of 740.^" Because of this 
inconclusive evidence some of the dentists are 


TABLE 4 


Lactobacillus 

Count 

Fluorine 

Subjects i 

1 Nonfluorine Subjects 

Unknown 

Controls 

Before 

Tablets 

After 

Tablets 

First 

Examination 

Second 

Examination 1 

First 

Examination 

Second 

Examination 

High 

87 

81 

25 

19 

18 

II 

Medium 

19 

36 

4 

12 

4 

4 

Low 

5 

9 

6 

12 

I 
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1947 ENzirLVR SniDV 





Control Subjicts 


FlUORISI SuBJEClS 



St. Josumi 

Comm 

K. W.AIPAIII* 

Totsl 

Comm. K. 

Waipahu 

Total 






Di ciduocs 

Teeth 



Nii.^jbfr or Children 

. . A 

37 

17 

0 

6ti 

57 

54 

1 i 1 


n 

45 

1 1 

13 

(») 

53 

66 

119 

NuMBfR or Teeth 

. .A 

732 

413 

1 17 

1261 

1 1 1 1 

1055 

2166 


B 869 

219 

252 

1340 

1005 

1263 

2268 

Dfc.w Free. 

A 38s 

228 

42 

655 

4S0 

325 

S05 


n 

4H 

it8 

too 

629 

356 

.365 

721 

DtCWfD .... 

A 

293 

M3 

63 

499 

529 

577 

1106 


B 484 

69 

II4 

567 

53 » 

683 

1214 

Missive. 

A 

13 

It 

1 

25 

34 

59 

9.3 



34 

3 

9 

46 

51 

80 


Filled . 

A 

41 

30 

21 

92 

68 

83 

»52 


n 

4 A 

29 

29 

102 

67 

J*5 

182 

Active. . 

A 365 

119 

62 

446 

407 

534 

94 « 


B 306 

4 

54 

364 

109 

245 

354 

Novactivi 

. A 

28 

24 

I 

53 

122 

$(> 

178 


n 

74 

61 

60 

197 

422 

460 

882 






Permanent 

Teeth 



Number of Teeth ... 

A 

IQ 

8 

3 

30 

85 

59 

124 


B 

58 

«3 

12 

S3 

112 

12R 

240 

Decay Free 

A 

18 

6 

3 

27 

38 

38 

86 


B 

53 

9 

7 

69 

85 

I0f> 

183 

Decayed .... .... 

A 

1 

2 

0 

3 

17 

10 

27 


B 

5 

4 

2 

1 1 

26 

24 

50 

Missing . . ... 

. A 

0 

0 

0 

0 

0 

0 

0 


B 

0 

0 

0 

0 

0 

0 

0 

Filled 

A 

0 

0 

0 

0 

0 

X 

I 


1 ; 

0 

0 

3 

3 

I 

4 

5 

Active 

A 

I 

2 

0 

3 

17 

10 

27 


R 

5 

2 

2 

9 

5 

23 

38 

Nonsctive 

A 

0 

0 

0 

0 

0 

0 

0 


B 

0 

3 

0 

2 

21 

1 

32 





Si'UTs (>)LOR Test bv Dr. Hsrtmssn 



High 

A 

25 


5 

45 

42 

45 

87 


B 

19 

4 

7 

30 

34 

47 

81 

Medium 

. A 

4 

4 

0 

8 

12 

7 

«9 


n 

1 2 

I 

3 

16 

M 

»3 

26 

Low 

.A 

6 

0 

1 

7 

3 

2 

5 


n 

12 

0 

1 

>3 

6 

3 

9 


A* — -Firsi E.\ani 
n* — Second Exam 


now using a 2 per cent sodium fluoride solu- 
tion to paint the teeth three times a year after 
thorough cleansing. It has been shown'* that 
this alone will reduce tooth decay by 40 per 
cent. However, after a thorough review of the 
literature, Ast cautions, “Let us be patient to 
await conclusive evidence before wc make up 
our minds on the merits of fluorine therapy.”” 

The present popular cola drinks with a /jH 
of 2.6 which can readily etch enamel may be 
an added factor in increasing the decay ten- 
dency.” This added to the mouth of children 
who already have a very high aciduric count. 


with no protective factors such as fluorine or 
oxalate to inhibit the bacterial growdi or to pro- 
tect the enamel from the effect of acid, would 
be an added danger in a community where the 
water is low in fluorine and particularly in a 
climate like Hawaii which induces an increased 
intake of cold drinks. Acid residue food (such 
as rice) can produce a urine pH as well as a 
sputum pH of 4 to 4.5. This is an ideal medium 
for the iactobacilli, which are the only mouth 
bacilli that can thrive and produce acid down 
to a pH of 3.2. 

To correct tooth decay hy diet, the correction 
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must be quantitative, such as a change from 
large amounts of rice or bread to large amounts 
of taro, potatoes, or vegetables, or the optimum 
amount of the protective factors, must be pres- 
ent. The protective factors must inhibit aciduric 
bacteria or the enzymes, or neutralize the acid 
that is present. When such conditions prevail 


in the mouth, there is an increased immunity 
to decay. Present thinking should be directed 
to\vards diese protective factors, and every 
child should be given the benefit of this current 
knowledge, but further observations are neces- 
sary before complete conclusions can be made. 
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Relation of the Emotions to Physical 
Discomfort 


JAMES E. PAULLIN* 

EMORY UNIVERSITY SCHOOL OF MEDICINE, ATLANTA 


T he changes which occur in ihe type of 
medical practice which wc now see and the 
emphasis which is laid on different diseases 
occurring over a long period of years add much to 
the interest in the practice of medicine. During my 
days in medical school, teaching emphasis was 
placed on such diseases as typhoid fever, pneu- 
monia, scarlet fever, diphtheria, etc. Very little 
was said and not much was known about the dis- 
turbances of function occurring in the body as a 
result of emotional unrest. 

In World War I the type of disease which caused 
the greatest concern was that resulting from infec- 
tions, particularly pneumonia and influenza. In 
World War II we had an entirely difTerent prob- 
lem. The patient whose case is to be discussed illus- 
trates quite well a type of psycho.somatic individual 
whom we have seen quite commonly in the mili- 
tary service. 

The patient, a young lady, complains of nausea 
and vomiting which have been present olT and on 
since the age of five years; occasionally the nausea 
is most distressing, then it will he mild for a short 
time and frequently disappears for several months. 
During the years that she has had these symptoms 

*Pr<)fcisor of Clinical Mc<)icine, Eniory UnivffMty School 
of Mctlicinc; President, Interstate Postpraduaie Medical Associa- 
tion, 1<)47. 


she did not experience any great weight loss until 
quite recently, when lier complaints became quite 
distressing; in about two months she lost 15 
pounds. She states that her nausea comes at almost 
any lime, particularly if she gets excited, and that 
with the nausea she very frequently vomits. The 
nausea has no relation u’hatever to meals. Empty- 
ing the stomach gives some subjective relief. She 
rarely has any pain except that which is associated 
with straining while vomiting. The patient cx- 
liibits certain physical characteristics of an under- 
nourished, apprehensive, emotional person, which 
is in keeping with the history of her illness. 

An understanding of this young lady’s history 
furnishes the only possible means of establishing 
for her a satisfactory therapeutic program and gives 
the only possible approncli to helping her solve her 
own difficulties. She is now 25 years old. She was 
horn and raised in a small town near Chicago. 
Her parents arc good people, although her heredity 
is none too good; her mother had a nervous break- 
down at one lime. The girl’s own life lias been not 
very happy. She was quite well until she was five 
years of age, at which time she was forced to have 
a sexual experience with a member of her own 
family. There was a recurrence of this on six or 
eight occasions, or until she reached the age of 
seven yeans. Following her first experience she dc- 
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veloped nausea, later vomiting, which gradually in- 
creased; at times the vomiting became so marked 
that she lost some weight. After the age of seven 
the sexual insults ceased, and no further experi- 
ences of this kind occurred until she was eighteen 
years of age, when similar episodes were forced on 
her through contact with another person unrelated 
to her. 

The sexual experiences, in which she more or 
less unwillingly participated, were without grati- 
fication. After several of these latter episodes she 
again began to suffer with nausea, vomiting, and 
sufficient weight loss to cause her and her family 
some concern. However, with the cessation of visits 
from the male friend she gradually recovered, and 
there were no more such experiences until she was 
20 years old. From the age of 20 to 21 she was 
forced by a boy friend to submit to sexual inter- 
course at frequent intervals, and such episodes 
were followed by the same emotional patterns as 
those which had occurred in the past, except that 
now after each sexual experience she also suffered 
lower abdominal pain. To relieve this pain her 
appendix was removed but the operation did not 
effect any permanent benefit. 

However, about two years later, at the age of 23, 
she met a boy friend who became interested in her 
to a certain extent, and who as she says, was more 
considerate than some of the others. The girl in- 
dulged in intercourse with this new friend in order 
to satisfy him. She still maintained an impassive at- 
titude but without the objections she had formerly 
experienced, undoubtedly because of the friendly 
interest and at times expressed devotion of this 
particular boy friend, and also because he was in- 
terested in helping to solve some of her problems, 
particularly those relating to her family. The last 
experiences during this particular period with the 
boy friend did not provoke any particular nausea 
or vomiting; nor did she have any considerable 
amount of abdominal pain. 

She progressed reasonably well until January of 
1942, when the boy friend was inducted into the 
Army. Since this separation she has been lonesome 
and without any great amount of sustained interest 
in anything, although she has had many different 
types of employment. She tried to be a nurses’ aide, 
and also worked in a hospital for the care of the 
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tubercular. She has changed jobs on frequent occa- 
sions, never being able to stay at any one for any 
considerable length of time because of persistent 
nausea and occasional vomiting. 

T he most recent attack began with renewed 
vigor, resulting from a rather acute emo- 
tional upset. Since then she has been nauseated, has 
vomited most of her food, and has lost 15 to 20 
pounds in w^eight within a month or six weeks. 

In order to evaluate the patient’s complaints of 
nausea, vomiting, and weight loss, she has been 
most carefully studied from the physical standpoint. 
She has received a careful examination, including 
x-rays, laboratory, and chemical studies, none of 
which revealed any evidence of an organic disease. 
Her stomach is perfectly normal. The small intes- 
tines show nothing abnormal. The large bowel is 
quite normal except for a moderate amount of 
spasticity. The blood examination is entirely nor- 
mal. She does show a moderate amount of fibrosis 
in the lung fields, but there is no evidence of an 
active tuberculosis. The heart is perfectly normal 
in size, shape, and position. The basal metabolic 
rate is normal. All the examinations that could be 
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mncle, both physical and with the help of the lab- 
oratory, demonstrate her to be quite healthy except 
for an underweight condition and the evidences 
of emotional instability. 

The next question which concerns us is what 
kind of a girl is she? And of just what kind of 
material is she made? In studying patients of this 
type it is just as necessary to know what kind of a 
patient has the complaint as it is to know what kind 
of disease the patient has. Unless we are able to 
answer these questions it is almost impossible for 
us to establish a satisfactory method of treatment. 

In order to answer the latter question let us go 
back and look into the family history and into her 
family life. We find that her family consisted of 
her father, mother, and four siblings. She is the 
oldest and doesn’t get along particularly well with 
the other members. Her mother says she is like her 
father, undemonstrative and a little peculiar, and 
between the father and the daughter there was a 
considerable amount of friction. Her mother is 
more or less partial to her younger sister, who is 
good looking and affable. The patient feels that 
she is more or less out of the family picture. 

Of considerable importance in reconstructing her 
emotional life is the fact that her father died in the 
early part of 1944 ^nd that following his death, the 
patient showed not the slightest reaction whatso- 
ever. The patient has felt all along that she must 
assume a considerable amount of responsibility for 
the family’.s welfare. She had to help her mother in 
doing the housework and in caring for the other 
children. She has also felt that although she has 
done a considerable amount of work and rendered 
a great deal of financial help towards taking care 
of the family needs, her efforts arc not appreciated. 
What she has done was her duty, without apprecia- 
tion or thanks from the other members of the 
family group. 

This resume gives you a general picture of the 
problems with which wc have to deal in this case. 
The girl came under the care of Dr. Elsie Haug 
at her family physician’s recommendation because 
she had been vomiting for such a long j>criod of 
time and had suffered such an extreme weight 
loss that the members of her family had become un- 
easy about her. The patient volunteered the further 
information that since she had become so weak 


she dreams a good deal. All her dreams arc more 
or less tragic, having to do with death, drowning, 
and other experiences of a similar kind. Curiously 
enough, certain colors, odors, and noises precipitate 
vomiting. Brown colors nlwxiys nauseate her, and 
she cannot cat foods that have a brown color, such 
as gravies and chocolate in any shape or form. 
Noises, particularly if they are loud and sudden, 
will always bring on an attack of vomiting. 

T he patient exhibits certain reactions resulting 
from many types of psychic trauma. We see, 
first, a girl born into a household which is not loo 
congenial. The father and mother were evidently 
at odds. Her inheritance was none too good since 
her mother had had a nervous breakdown. Being 
the oldest of the children, the patient felt a tremen- 
dous family responsibility, which she apparently 
assumed because it was in line of duty. Then fol- 
lowed, beginning when she was 5 years old, psy- 
chological and psychic insults with which she tried 
to cope without help either from the family or 
from others. These resulted in the development of 
various escape mechanisms which might justify or 
excuse her conduct, and finally came the triumph 
of the emotions in a general bodily upheaval, bring- 
ing the patient to us in her present state. 

Help may be obtained in unravelling cases with 
such an emotional background as this by employ- 
ing sodium amytal or similar drugs to bring into 
the open many problems buried in the subconscious 
mind. The use of sodium amytal in this case was 
most helpful in uncovering many of the details of 
the patient’s past life which have already been 
given you. 

Many years ago Cannon, his co-workers, and 
others demonstrated that bodily changes taking 
place in animals and in man, as a result of pain, 
hunger, fear, rage, and sexual excitement, correlate 
with changes occurring in the tension of the 
smooth muscle of the body, but in particular u’ith 
that part in the gastrointestinal tracL This particu- 
lar patient c.xhibiis one of the most outstanding 
examples of what wc would call, if you w.tnt a 
name for it, anorexia nervosa. 

As a result of the extremely distressing lyjK of 
psychic trauma which this girl had in her early 
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years, the autonomic nervous system has been made 
to feel excessive and unusual varieties of stimuli 
which have been thrust upon a person not too well 
suited for such experiences — experiences that have 
to do with sexual intercourse with men, with re- 
lated colors, such as brown, and also with noises. 
Either one of the latter two experiences can pre- 
cipitate an emotional stimulus which, through the 
activity of the sympathetic nervous system, induces 
an undue tension in the smooth muscle of her gas- 
trointestinal tract. The stomach becomes extremely 
irritable, and as many of you know who use the 
fluoroscope in examining the stomachs of nervous 
people, the moment the barium meal enters this 
organ there frequently begins marked peristaltic 
activity; in those who have nausea we observe a 
wave beginning in the pars media of the stomach 
extending towards the fundus and towards the 
pyloric end and according to the violence of these 
waves there begins an uncomfortable sensation of 
■nausea, or regurgitation of the meal into the esoph- 
agus, sometimes producing vomiting. 

Along with disturbances such as this, these peo- 
ple often lose their appetites and suffer with ab- 
dominal discomfort which they describe as gas, or 
fullness in the epigastrium, and pain in the abdo- 
men. This type of slow, nagging pain, which is so 
frequently observed in patients, has been inter- 
preted as being due to chronic appendicitis, gall- 
bladder, or various other physical defects, and these 
individuals are subjected to operative procedures 
which occasionally afford temporary relief. 

Associated with these changes in the smooth 
muscles there are other disturbances of body func- 
tions which take place. There is an increase in the 
pulse and respiratory rates, in the blood pressure, 
and in the blood sugar. These are well-recognized 
physical reactions to an emotional .stimulus which 
begins in the brain and is transmitted through the 
sympathetic or parasympathetic nervous system, not 
only to smooth muscles but also to the glands of in- 
ternal secretion, affecting the pituitary, the thyroid, 
the pancreas, the gonads, and the adrenals. 

This patient exhibits certain suggestive evidence 
of such an endocrine disturbance related to her 
emotional imbalance. Within the past two or three 
years the menstrual periods have shown definite 
changes; while still regular there has been a very 


considerable decrease in the amount of the flow. 
Many of you may recall patients who have devel- 
oped hyperthyroidism as a result of emotional 
stress or strain. As a matter of fact, if one looks 
carefully and inquires into the personal history of 
practically every patient who shows any marked 
evidence of hyperthyroidism, it will be fairly easy 
to find an emotional upheaval which precipitated 
the thyrotoxicosis. We have seen patients with di- 
abetes mellitus in whom emotional stress or strain 
either aggravates already existing glycosuria or pre- 
cipitates its development. 

As Honorary Consultant to the Surgeon General 
of The United States Navy, I had an opportunity 
of observing, during an official visit to the various 
United States naval hospitals on the West Coast, 
a goodly number of patients who were returned 
to this country with all the symptoms, the physical 
.signs, and clinical findings of diabetes mellitus. 
These men on their arrival at our hospitals from 
foreign duty were taking from 20 to 50 units of 
insulin a day; after being in our hospitals and in 
more familiar surroundings, and being given an 
adequate diet, it was observed that many of them 
could reduce the amount of insulin taken, and 
some dispensed with its use altogether, resuming 
a general diet without showing glycosuria or hyper- 
glycemia. Not all of them fall into this category, 
however, and it is possible that some who appar- 
ently recover from diabetes may later develop the 
true disease, even though at the time the insulin 
was discontinued there was no evidence whatever 
of their former trouble. It is also interesting to note 
that all those who showed this type of behavior 
had severe and unusual emotional experiences. 

W HEN the diagnosis is made and when the type 
of patient who has the disease is understood, 
the next problem that arises is, what can we do to 
help these patients.'’ This is the problem which 
faces us not only with this girl but with hundreds 
of others. I am not a psychiatrist but I am a psy- 
chologist, and I believe I know how to talk com- 
mon sense to people who have diseases of the type 
shown by this patient. It is possible to help her a 
great deal, as has already been clearly demon- 
strated, in that during a month of treatment she 


EMOTIONS AND PHYSICAL DISCOMFORT: PAULLIN 


369 


has gained 10 pounds in weight and has a difTercm 
outlook on life. 

One of the greatest mistakes a physician can 
make is to tell this type of patient, “You haven’t 
anything so much the matter with your stomach 
and intestines. All you need is to get something to 
do and you will snap out of it.” Such a statement 
as this immediately lets the patient know that you, 
as the physician, arc not familiar with her case, and 
she feels that you can be of little help in over- 
coming many of her objective symptoms which she 
has interpreted in terms of serious organic disease, 
because you lack a true understanding of just how 
she feels. The first step then in treatment is that 
you have a complete understanding of the patient 
and that the patient has confidence in the doctor 
who is willing to listen to her story and who will 
carefully plan a course for her to follow in seek- 
ing health. 

T he next step in such a rehabilitation program 
is to explain to the patient how her symptoms 
developed from this particular type of reaction, and 
to tell her that the symptoms of nausea and vomit- 
ing, fullness, abdominal discomfort are not caused 
by an ulcer in the stomach, by any disease of the 
gallbladder, by an infected tube or ovary or an ap- 
pendix, or by any other disease in the abdominal 
cavity, but result from the fact that the stomach — 
which is composed of smooth muscle and which 
normally contracts in order to empty itself of its 
contents — has become extremely irritable from im- 
pulses constantly coming to it through the sympa- 
thetic nervous system, beginning in that portion 
of the brain which controls the normal action and 
behavior of the stomach, intestines, and large 
bowel. Through the emotions this controlling cen- 
ter tends to become either stimulated or dejircsscd 
by impressions or suggestions of such nature as 
would bring to her subconscious mind any of the 
psychic trauma which she originally experienced. 
An immediate stimulus through the autonomic 
nervous system is transmitted, in an exaggerated 
manner, to her stomach which in turn causes it to 
go into a state of tension, and through this tension 
she experiences the difTcrent sensations of which 
she complains. 


Then explain to her that she very soon will be 
able to recognize the beginning of these sensations 
before there is nausea, and since she understands 
the mechanism of its workings she no longer needs 
to be afraid of conscquence.s that arise. She should 
say and believe that she is sufliciently well ac- 
quainted with these stimuli to remark, “Oh yes, I 
know what produces these sensations. I recognize 
the fact that I am nauseated, and I know that I 
might be that way for a short while, but it isn’t 
going to down me, and I am going on with some- 
thing else. I can overcome it and I will do so by 
developing a normal reaction to that which occurs 
ill a normal mind and body.” 

I would also explain to her that because she has 
these various symptoms, the natural thing for her 
to do is to interpret the discomfort which she has 
in terms of her actual experiences. In other words, 
she commonly hears that anyone who has pain in 
the stomach, nausea, vomiting, and loss of weight 
probably has cancer. Sooner or later she develops 
the idea subconsciously that .she has cancer, because 
she hears so much about it and as soon as she is 
convinced that she has misinterpreted these experi- 
ences through which she is going, then she has a 
fair chance of reconciling her thoughts with the ex- 
planation which is given her, and she begins on the 
road to recovery. 

In closing, may I leave this thought witli you in 
regard to this particular girl. First, the type of re- 
5p0n.se which she has exhibited to emotional stimuli 
is a more or less common pattern. In other ivords, 
she lias developed a behavior pattern in response 
to emotional stimuli which is more or less char- 
acteristic. To do her the most good we must destroy 
this pattern; she must be taught how to overcome 
it and how to remodel her life so that these emo- 
tional upsets will not recur. Such an accomplish- 
ment cannot be brought about with the use of 
drugs. It cannot be accomplished by performing 
many or various surgical procedures. It can’t be 
done by telling her there is nothing the matter with 
her. You can help by sitting down and discuss- 
ing her problems with her, by explaining them to 
her, and by assuring her that while such a method 
of treatment is going to take time, she will he 
amply rewarded in the end by being able to resume 
a normal, bcaltliy, productive life. 
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CLINICAL ABSTRACT 

^ — I — ^HE patient, a 51-year'old white male, was 

I admitted March 17, 1947, because of pro- 
found weakness, numbness, and a tingling 
sensation in his extremities. These symptoms had 
appeared eighteen months before, when he was 
hospitalized elsewhere for “yellow jaundice” and 
was told that he had “anemia.” The onset of his 
illness is quite vague, but apparently he has not 
been able to work since June 1946. Before that, he 
often had to take time off because of generalized 
weakness. He says he has been jaundiced many 
times (every three or four weeks) during the last 
fourteen years, but his history is not very reliable 
and he is unable to give details concerning the 
jaundice. Apparently the icterus was not accom- 
panied by nausea or vomiting. He states that he 
has had fleeting, sharp precordial pain for four- 
teen years, and blurring vision, headaches, and 
transient edema for six to eight years. He had 
many infectious diseases during childhood, and 
has had three attacks of pneumonia during adult 
life. He has no complaints referable to the gastro- 
intestinal tract. 

He worked at an ammunition depot from 1943 
to June 1946 (forty months), handling “Yellow D” 
and T.N.T. About four months after starting this 
work, he developed intense jaundice and claims 
his urine became dark yellow. He says he had re- 
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current attacks of jaundice afterwards and was 
very yellow when hospitalized . in July 1946. He 
was kept in the hospital until the end of August, 
when he left unimproved. Afterwards he remained 
at home, never entirely well. He received “shots” 
while in the hospital and also some “pills.” He 
says he lost weight and now weighs 154 (usual 
weight 200 pounds). 

When admitted he appeared well nourished but 
chronically ill. His temperature, pulse, and respi- 
rations were normal. Blood pressure was 132/80. 
His skin had a .slightly lemon-yellow tint. His 
tongue was smooth and reddened. His mucous 
membranes were pale. He had a soft systolic mur- 
mur, which was heard best at the apex. Vibratory 
sensation was absent in all extremities. There were 
no other abnormal sensory changes. Position sense 
and reflexes were normal, as were his vital capacity, 
venous pressure and circulation time. His liver and 
spleen were not palpable, and he had no palpable 
or visible masses in the abdomen. No free acid 
was present in the stomach contents, even after 
stimulation with histamine. Reticulocyte counts 
were as follows (in per cent) : March 21, 1.9; 
March 22, 1.2; March 24, 2.3; March 25, 0.7; March 
26, 2.5; March 27, 2.2; March 30, 3.4; March 31, 

On March 25, platelet count was 114,400; the 
icterus index was 6 units; and the Van den Bergh, 
direct, negative, and indirect, trace. On March 26, 
platelet count was 120,130. Hematocrit, March 20, 
was 26 per cent; mean corpuscular volume, 105 cu. 
micra; mean corpuscular hemoglobin concentration 
32.5 per cent. On March 26, these values were 39.5 
per cent, 134 cu. micra and 27.5 per cent, respec- 
tively. Fragility test (March 20) : hemolysis began 
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at 0.42 per cent and was complete at 0.28 per cent 
saline concentration (normal control, 0.44 per 
cent and 0.34 per cent, respectively). Morphologic 
studies of several blood smears showed consider- 
able macrocytosis with slight anisocytosis, moderate 
poikilocyiosis, and occasional polychromasia. The 
neutrophilic leukocytes showed polylobulation. 

Sternal puncture (March 17) showed increased 
cellularity of the marrow, with an absolute increase 
of crythroid cells and an increase of macronormo- 
blasts and megaloblasts. The myeloid cells were 
diminished, but not remarkable otherwise, and 
bone marrow giant cells were plentiful. Blood 
Kahn was negative. 


pholog)’ of the erythrocytes. Wintrobe, in his text- 
book on hematology, has grouped the anemias as 
macrocytic, normocytic, or microcytic. Others clas- 
sify them as due to deficiencies of blood-forming 
substances, to disturbances in the marrow, or to 
hemolytic processes. I prefer a broader classifica- 
tion, based upon the pathologic physiology — 
anemia due to iron deficiency, to E.M.F. deficiency, 
to myelophthisic disturbances, to hemolysis, or to 
hypoplasia of the bone marrow. This classification 
considers tlie causes of the anemias and provides 
a clue to their management. 

Applying the five possible mechanisms indicated 
above to this particular patient, wc must decide 
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Co«r/^— The patient received 30 units concen- 
trated liver extract (Lcdcrie), intramuscularly, on 
March 20 and 15 units on March 26. To date 
(March 31), there has been no obvious clinical 
or symptomatic improvement. 


DISCUSSION 

i)K. beard: Did he have a gastrointestinal series? 

resident: Yes. It was normal. 

OR. beard: Clinically, this patient presents 
changes typical of Addison’s pernicious anemia. 
He has the blood count, the color, the tongue 
changes, the neurologic manifestations — every- 
thing except the history. I talked to him a few 
minutes , ago. He insisted th:ii he h.ad “yellow 
jaundice” frequently during the last fourteen years. 
He told me he became “yellow all over” and had 
light-colored stools, but no indigestion during those 
attacks. That is significant from the standpoint 
of diagnosis. Perhaps I can make that clearer by 
considering the anemias in a general way first. 

I classify the anemias according to the mechan- 
ism involved rather than according to , the mor- 


whethcr he has 3 deficiency of E.M.F,, whether 
he has chronic hemolytic anemia, or whether he 
has both. The difTcrentiation of the two, by exam- 
ining the bone marrow, is not always easy. In 
both types the marrow is hyperplastic, with a defi- 
nite ‘‘left shift” of erythroid cells. The immaturity 
of the crythroid cells of the marrow is not as 
marked in chronic hemolytic anemia as in anemia 
caused by E.M.F. deficiency. In both conditions, 
however, the erythroblasts and megaloblasts arc 
increased. But there is this difference— in chronic 
hemolytic anemia the serial maturation of the 
erj'ihroid cells is not interfered with, so the mar- 
row contains megaloblasts, erythroblasts, and nor- 
moblasts in approximately normal proportion, 
though in increased number, whereas in the 
anemia of E.M.F. deficiency, megaloblasts and 
erythroblasts are proportionately and absolutely 
more numerous than the normoblasts. In chronic 
hemolytic anemia the marrow shows regenerative 
hyperplasia of crythroid elements, and in E.M.F. 
deficiency there is a “maturation arrest” of the 
crythroid cells. 

Clinically, patients with chronic hemolytic 
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anemia present a history of moderate anemia 
usually with recurrent attacks of jaundice over a 
long period of time. Acute hemolytic anemia is 
relatively easy to recognize; chronic hemolytic 
anemia may on the other hand, present quite a con- 
fusing picture. The latter condition causes some 
anisocytosis and poikilocytosis, and. also occasion- 
ally macrocytosis of the red blood cells. 

This patient shows nothing to substantiate a 
diagnosis of chronic hemolytic anemia. He has no 
splenomegaly, and we expect the spleen to be pal- 
pable at least. He has neither clinical or laboratory 
signs of jaundice. I have seen cases without jaun- 
dice, but they are rare. When he was admitted, his 
reticulocyte count was only 1.5 per cent. In my 
experience, reticulocytosis is even more of a car- 
dinal sign than severe jaundice. All in all, then, I 
think we can rule out chronic hemolytic anemia 
and have to fall back on E.M.F. deficiency as the 
cause of his anemia. 

Now E.M.F. deficiency may develop in any one 
of several ways. Faulty nutrition can be ruled out 
immediately on the basis of the patient’s general 
appearance and his dietary history. Sprue can be 
eliminated with equal readiness. This leaves true 
Addisonian anemia and the so-called achrestic 
anemia. He did not respond to specific therapy the 
way most patients with Addison’s anemia do, so 
he falls in the group called “refractory anemia.” 

Refractory pernicious anemia is a very interest- 
ing condition, but unfortunately no one knows 
very much about it. These patients have a marrow 
which, as far as I’m concerned, is indistinguishable 
from that seen in the usual case of pernicious 
anemia. It shows a definite megaloblastic arrest. 
Many of the patients have neurologic changes 
identical with those seen in pernicious anemia. 
Most of them have no hydrocholoric acid and are 
histamine refractory. They have all the signs and 
symptoms of pernicious anemia, except that they 
don’t respond to liver therapy. The current litera- 
ture has many references to this type of anemia, 
and it has been, claimed that folic acid therapy 
will cause a satisfactory remission even when liver 
has no effect. Dr. Gordon and I were discussing 
That point, and he remarked that this patient, hav- 
ing been hospitalized some months ago, must have 
received adequate amounts of folic acid in' his 


diet. I think that that is true and that if this man 
should respond to folic acid, he will probably re- 
quire an enormous amount of it. 

From the point of view of diagnosis, then, we 
have to classify this patient in the group of E.M.F. 
deficiency anemias. He has all the clinical and 
laboratory changes necessary for that diagnosis. 
He lacks only the ability to respond to specific 
therapy, so we have to place him in the special 
sub-group of “refractory pernicious anemia.” 

I w.\s asked to say something about the manage- 
ment of patients with pernicious anemia. There 
is good evidence that the average human liver 
contains about 300 units of E.M.F. Unpublished 
experiments performed by Dr. Carl Moore of St. 
Louis show that about 85 to 90 per cent of large 
doses of liver extract is stored by the liver, both 
in normal and in anemic individuals. These two 
observations are important from the point of view 
of management of patients with pernicious anemia. 

Our objective'is to return an anemic patient to 
normal as rapidly as possible. Therefore, it is my 
practice to give one unit of E.M.F. per day, ac- 
cording to the recommendation of the Standardi- 
zation Committee, plus about 300 units for reserve 
storage in the liver. In one case we were able to 
show that approximately 85 per cent of the extract 
is stored in the liver. We gave one patient 300 units 
of liver extract in one dose. Her blood remained 
perfectly normal for about nine months, without 
additional therapy. Then her red blood cells started 
to decrease, so we placed her on the standard dos- 
age of 30 units a month and maintained her m 
excellent balance on that as a maintenance dose. 
That is pretty good evidence that she was able to 
store E.M.F. and to call upon it according to the 
needs of her body. 

As far as we know, the bone marrow is not pri- 
marily at fault in pernicious anemia. It is merely 
altered for lack of the E.M.F. stimulus. Accord- 
ingly, it probably does not matter appreciably how 
the dosage of the liver extract is spaced, provided 
the patient receives a total of 300 units, plus the 
additional amount necessary to cover the hospi- 
talization period. It may be "given at the rate of 15 
units a day, up to 300 or more units, or it may be 
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given at a rale of 30 units a week until the same 
total amount has been administered. It is largely 
a matter of convenience — the convenience of the 
patient and that of the physician. After a satisfac- 
tory total has been given, the patient merely needs 
a maintenance dose. 

Obviously, it is essential to give an active extract. 
The highly refined extracts are very satisfactory. 
At one lime it was felt that the relatively crude 
extracts contain substances of special value for pa- 
tients with neurologic changes. That is no longer 
the general consensus — it is simply a matter of 
making an early diagnosis and of maintaining 
adequate therapy with a potent extract. 

As to the value of folic acid in treating Addison’s 
anemia, I do not like it as well as I do liver extract. 
It has only one advantage — ease of administration. 
A serious disadvantage is that it does not arrest or 
cure any neurologic changes. The current literature 
shows that fact very definitely, even though some 
patients do respond satisfactorily both neurologi- 
cally and hcmatologically. There is also a psycho- 
logic factor: If you start a patient on folic acid 
and don’t get a good response, it may be difficult 
to persuade him to change to liver therapy, because 
it is so much easier to take a pill than to submit 
to hypodermic medication. 

In my opinion, folic acid is valuable chiefly in 
the very rare cases of sensitivity to liver extract, 
and as an adjunct to liver, so that the latter docs 
not need to be given quite as frequently. Perhaps, 
also, folic acid therapy may have a definite place 
in the very occasional case which proves to be 
refractory to liver extract. In general, patients with 
pernicious anemia respond so exactly to the calcu- 
lated dose of I unit of liver extra daily that other 
therapy is seldom indicated. 

I T WILL probably be necessary to “feel your way” 
in the management of this particular patient. 
Wc see refractory cases occasionally. Recently I 
had a patient whose clinical picture was very simi- 
lar to this one. The reticulocyte response to liver 
was only 2.0 per cent in eight days. After eight 
more days on liver, plus 30 mg. of folic acid, his 
reticulocyte count was only 3.5 per cent. His 
erythrocyte count, however, is improving, just as 


is the patient’s whose case wc are discussing. In 
fact, the two cases are very similar; they differ in 
only one respect. The man we are discussing has 
slightly more manifest neurologic lesions. Both 
have a normal leukocyte count instead of a leuko- 
penia, such as is usual in Addison’s anemia. 

Some years ago we had a patient who was diag- 
nosed by Dr. Gordon as having “pernicious anemia 
of pregnancy." However, her anemia persisted 
after her child was born. I saw her regularly after 
Dr. Gordon went into the service. She never re- 
sponded satisfactorily and eventually died in spite 
of receiving large doses of liver extract for more 
than four years. I don’t know why these patients 
do not respond and no one, to my knowledge, has 
offered a satisfactory explanation. 

DR. oordon; When this patient was selected for 
discussion, I felt that he was a classical example 
of Addison’s anemia. When I asked Dr. Heard 
to speak, I was so sure of the diagnosis that I 
suggested he should devote time to a general dis- 
cussion of the management of patients with per- 
nicious anemia. As it turned out, this patient failed 
to respond to liver therapy, the way most patients 
with pernicious anemia do. However, his atypical 
response has been to our advantage today, since 
it helped to channel the discussion into a consid- 
eration of the management of refractory macrocytic 
anemia, and the place of folic acid therapy. Smears 
of the sternal marrow and of the peripheral blood 
show morphologic changes characteristic of per- 
nicious anemia. The erythrocytes arc macrocytic 
and show poikilocytosis and anisocytosis. 

The sternal marrow is hyperplastic, with the in- 
creased ccllularity due to maturation arrest of the 
crythroid cells. The leukocytes arc polylobed. He 
did not respond to liver therapy the way we ex- 
pected. I have no more idea than Dr. Heard has, 
why liver has been ineffective. As you know, the 
expected reticulocyte response depends on the ini- 
tial erythrocyte count. This was shown years ago 
by Castle and his co-workers. It is not necessary 
to carry the figures in your head, but for those 
who like to do so, mcmoriz.c the figures 8, 5, 4, 3, 2,1, 
and YzX multiply these by the factor 7, and you 
then have the expected reticulocyte count for initial 
erythrocyte counts of 1, 1.5, 2, 2.5, 3, 3.5, and 4 mil- 
lion, respectively. 
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In view of what has been said, I’d like to ask 
Dr. Beard to tell us how these refractory cases re- 
spond to massive doses of liver, say a very large 
initial dose and subsequent amounts of 15 units 
twice weekly; also, how they respond to a com- 
bination of liver and reticulin. 

DR. beard; I don’t believe it is possible to predict 
bow a particular patient will react. Accordingly, I 
believe it is good practice to try different combina- 
tions of therapy. It will be interesting to see how 
this man reacts to a combination of folic acid and 
liver, or a combination of liver and reticulin, per- 
haps even a combination of all three. 

DR. GOTT (Chief of Medicine) : I am greatly in- 
terested in what Dr. Beard has told us about recent 
investigations regarding the amount of E.M.F. 
necessary to saturate a depleted liver or, if you pre- 
fer, a depleted individual. Up to now, in trying to 
regulate the amount of therapy, we have been 
guided largely by the reticulocyte and erythrocyte 
responses of each patient. I never could see any 
advantage to giving daily injections, when equally 
satisfactory results could be obtained by therapy 
at less frequent intervals and it is much more con- 
venient for the patient. It has been my practice to 
inject 30 units and have the patient return twice 
during the first week for a checkup. Patients with 
pernicious anemia improve subjectively, even be- 


fore there is an adequate red cell response. This 
improvement is dramatic and even diagnostic. At 
the end of a week, after repeating the necessary 
laboratory studies, I inject another 30 units and 
instruct the patient to return once weekly. I con- 
tinue injecdng 30 units each week until the 
erythrocyte count is maintained at a satisfactory 
level. Then I give him a maintenance dose of 30 
units every two to four weeks. 

A s TO this case, I am not sure that he is suffering 
from pernicious anemia. His leukocyte count 
is out of line and he is not responding in a typical 
manner to liver therapy. However, he has shown 
some response. If we assume that his admittance 
erythrocyte count was two and a half million— 
and that, according to our present information 
was probably correct — be has, after two weeks’ 
therapy, a count of approximately a million more. 
That is not a bad response, so I propose to continue 
him on a dosage of 30 units twice a week until 
we have observed him long enough to see if he 
fits into the pattern of true pernicious anemia. 
Later, if indications arise, we may give him iron 
or folic acid. It will depend entirely on his general 
progress, on his clinical status, and on the results 
of continued laboratory studies. 


RUTIN STUDY GRANT MADE 

A RESEARCH grant for the study of rutin has been made to the University of Nebraska by 
The Smith-Dorsey Company, according to a recent announcement. The work will 
be under tbe direction of Dr. Harry Miller, director of the University’s chemurgy project, 
a division of the College of Agriculture. 

Dr. Miller intends to select varieties of buckwheat which are high in rutin content and 
conduct plant breeding studies in an attempt to develop a superior strain. He also intends to 
try a new method of extraction of rutin from the buckwheat plant. 



TECHNIC OF THE OPERATION 


For Free Composite Grafts of the Nipples 
in Mammaryplasty 


A Scientific Exhibit from U'iUinnj Milton Adams. M.D., 
Memphis, Tennessee 


The nipples and areolae may be dissected free under local anesthesia, thus re- 
ducing the time of the general anestliesia for amputation and shaping of the breasts, 
or, the breasts may first be amputated under general anesthesia and, while the remain- 
ing tissue is being shaped and the graft beds are being prepared, tlic nipple grafts may 
be dissected from the amputated portions of the breasts by an assistant. The latter 
method is preferable, in tliat less time is consumed in the operation. After the breasts 
are amputated and the incisions closed, the general anesthetic is discontinued and local 
anesthesia is used for preparation of the recipient areas and application of the grafts. 

In estimating the amount of breast tissue to be excised, the age of the patient 
and the size and shape of the entire body should be taken into consideration. Parallel 
semilunar lines of incision are marked on the posterior and anterior surfaces of the 
breasts. The lower incisions are placed along the inferior margins of the submammary 
folds; if placed above the folds, they will be plainly visible after healing takes place. 
If the breasts extend into the axilla or laterally onto the chest wall, the lower incisions 
are carried upward into the subaxillary region, or lower down so as to be covered by 
the patient’s brassiere. 

The patient is then placed in the sitting jMsition, in order to permit one to mold 
the contour of the breasts properly and to okserve their position on the chest wall. 
When the shaping is completed, the .subcutaneous tissues are brought together and 
sutured with No. 00 plain catgut. It is important that the subcutaneous tissues be 
closed snugly; in the event of liquefaction of the fatty tissues beneath, this prevents 
exudation of oil through the skin margins and possible separation of the incision. If 
necessary, the sha])e of the breasts may be materially altered by the use of retention 
sutures of No. O plain catgut through the mammary tissue itself. The skin is closed 
with interrupted sutures of No. i Deknatel placed about one-half inch a[)art. and a 
continuous suture of No. OOO Deknatel silk. 
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In all hypertrophied breasts, the areolae are also abnormally large, in some cases 
being as much as 5 inches in diameter. After the proper size is determined, dissection 
is begun at the periphery of the areola and carried toward the nipple as a free full 
thiclmess skin graft. As the nipple is approached, the dissection is gradually carried 
deeper to include a small amount of the smoodi muscle tissue. Beneath the nipple itself, 
the incision is carried upward toward the surface in saucer fashion, to avoid making 
die graft too thick at this point. The nipple portion of the graft should be at least one- 
eighth inch thick in order to include a part of the smooth muscle tissue; it is not 
recommended, however, that any part of the graft be more than one-fourth inch in 
thickness. 

The unused portion of the areolae of the amputated breasts are dissected free, 
wrapped in vaseline gauze and cellophane, and stored in the refrigerator for use in the 
event the nipple grafts themselves fail to take. One may use refrigerated skin grafts 
as late as ten days or two weeks postoperatively, with reasonable assurance of a satisfac- 
tory take. Although we have never lost a nipple graft, it is well to keep the additional 
areolar tissue as a precautionary measure. 

After shaping of the remaining breast tissue is complete and the submammary 
incisions are closed, the patient is again placed in the sitting position and the sites for 
the nipple grafts are chosen. Recipient areas corresponding in size to that of the grafts 
are outlined, and the enclosed skin is dissected free to include almost the full thick- 
ness of the skin. One should avoid carrying the dissection so deep as to expose the sub- 
cutaneous fatty tissue, as this makes a poor surface for free grafting. The basal layer 
of the skin, having a rich blood supply, makes an ideal bed for the graft. 

The nipple and areolar graft is evenly distributed over the recipient site and 
fastened in place with four diametrically opposed sutures. A continuous suture is then 
placed around the periphery. To insure perfect contact between the graft and its bed, 
and to prevent slipping of the graft and oozing of blood or serum from beneath, the 
entire nipple and areola are quilted to the basal layer of the skin with several rows of 
running stitch sutures. A dressing composed of one layer of rayon or vaseline gauze, 
a layer of dry gauze about one-eighth inch in thickness, and a layer of soft rubber 
sponge about one-fourth inch thick is placed over the nipple, the part of the rubber 
sponge which is directly above the nipple being saucerized to prevent undue pressure 
upon this elevated portion of the graft. Another thin layer of gauze is laid over the 
rubber sponge, and this part of the dressing is held in place with elastic adhesive. 
Layers of fluffy gauze are then applied over the entire breast and secured by an ace 
bandage around the chest. Part of the bandage should be carried over the shoulders 
to give an uplifting support. The importance of proper bandaging cannot be too 
strongly emphasized, since the success of the operation largely depends upon its 
application. 

As a precaution against stitch scars, the large dressings and the submammary 
sutures are removed after six or seven days. Unless some complication arises, the dress- 
ings over the nipple grafts should not be disturbed for ten or twelve days. 
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Right 

First step in the application of the nip- 
pie and areolar graft to its new location. 
Four retention sutures are used to in- 
sure an even distribution of the graft. 



J^ft 

Illustrating the dissection of the nipple 
and areola including a portion of the 
smooth muscle of the nipple. 



LcU 

Technic used in suturing ilie graft to 
its new site. A simple continuous suture 
is placed around the periphery. The 
central portion is quilted to the recipi- 
ent area by running sutures. 
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Above 

Incisions for removal of nipple and areolar grafts. The heavy line represents an 
incision approximately inch from the surface; this includes the maximum 
amount of smooth muscle which one should attempt to graft with the nipple. 
The lighter line represents an incision at a depth of inch which includes the 
minimum amount. 


Below 

Line of incision for preparation of the graft bed. The basal layer of the skin is 
conserved in order to provide a rich capillary blood supply for the grafts. 




Enlarged pendulous breasts in a woman 4^ years of age. 

Below 

One year after onc-siagc mammnryplasty witli free transplantation of 
the nipples and areolae. 
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Side. view. Postoperative. 


Side view. Preoperative, 


Photograph o£ the transplanted nipple emphasizing the normal 
appearance of the nipples and areolae as to texture and form. 
Without exception all transplanted nipples have had a return of 
nipple sensation and a return of function of the erectile smooth 
muscle of the nipple. 
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Window cut in first postoperative dressing on the tenth day to illus- 
trate how the nipple grafts are dressed from the skin out. (i) Layer 
of vaseline gauze or rayon. (2) About Y4 inch thickness of plain gauze. 
(3) Layer of rubber sponge 54 inch in thickness. The central portion 
of the rubber sponge was “saucerized” to prevent undue pressure on 
the elevated area. (4) Thin layer of dry gauze. (5) Elastic adhesive. 



After complete removal of dressing illustrating the technic of suturing 
and “quilting” of the nipple grafts. 


EDITORIALS 


WHAT MAKES BABIES CLICK? 

N ow that investigators in the field of 
mental hygiene have focused attention 
on the early months of life as setting 
the stage for mental competency or aberration 
later on, it is becoming more and more im- 
portant to look into the adjustments of life 
that a child must make in the early months or 
even the early weeks. 

While it has long been known tliat a newly- 
born infant is an automatic individual, acting 
on a reflex, subcortical level, most physicians 
have not taken this fact seriously enough to 
accept its implications in the prescribing of 
treatment. The analogy between the behavior 
characteristics of a young infant and a new au- 
tomobile is closer than one would imagine at 
first glance. Just as in driving a car we give 
little thought to the intricate engine purring 
under its hood, so also do we take for granted 
and pay little attention to a normal baby’s res- 
piratory, cardiac, and autonomic reflexes as 
they work along so smoothly under the surface. 
In many important respects the baby clicks 
entirely on his own. 

But just as we realize that the driver has to 
supply a motor car with the proper oil and fuel 
and must steer it over the roads, so in many 
functions of life it is ncces.sary that the baby 
receive outside help. This is particularly true 
in his feeding and in his social ad'ustment to 
his environment. No matter how efficient he is, 
no baby can secure his food without assistance 


and nothing has been built into his makeup 
to teach him how to react to modern, compli- 
cated customs of life. Success in these fields is 
dependent uj)on the accomplishment of a co- 
operative job between mother and baby. 

But a baby is not entirely impotent in regard 
to his feeding. He is equipped with a compli- 
cated set of reflexes designed to secure his food 
if he has a helpful mother. These reflexes are 
the luinger-appetite-saticty mechanisms, root- 
ing, sucking, swallowing reflexes, and his cry. 

The actual neuromuscular reflexes, rooting, 
sucking and swallowing, are present in all nor- 
mal, mature babies, but their absence in young 
prematures makes more artificial methods, 
such as dropper and gavage feedings, neces- 
sary procedures. 

Hunger causes pain in the stomach when 
food is needed and stimulates the hunger cry. 
Appetite is a psychologic attribute which keeps 
him feeding until satiety stops the process. 
These mechanisms are highly automatic and 
accurate, as any mother knows. Feeding a baby 
who is under the stimulus of hunger is easy, 
whereas getting milk into one who is not 
hungry or whose satiety mechanism has said 
“No" is almost impossible. 

Because the function of feeding requires a 
co-operative mother, it is essential that she be 
instructed in how to help. No one would try 
out a new car without learning how to oil and 
fuel it. The physician who is familiar with the 
status of young infants and of their growth 
potentialities will sec to it that a mother learns 
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to adjust her efforts to those of the baby so that 
she (i) offers food when his hunger appetite 
stimulus is active, (2) stops die feeding when 
satiety shows the red light, and (3) surrounds 
the feeding situation with as natural a setting 
as possible, by either nursing him at the breast 
or holding him close to her during the feeding 
time. This might be called, from the infant’s 
viewpoint, a “self-regulating regimen.” It avoids 
the inconsistencies of rigid schedules of time 
and amount of feedings which often lead to 
undue crying and anorexia. It makes babies 
click nutritionally. 

In directing a child’s responses to die many 
demands of our complex civilization, parents 
find difficulties in steering the course of the 
child’s progress easily. Here again it is neces- 
sary to know the devious but well-marked, path 
of growth and development. The key to suc- 
cess lies in making each new turn at the proper 
time, when the infant is mature enough to 
understand it. If we could learn to expect our 
youngsters to “act dieir age,” many blocks to 
progress could be avoided. In climbing the 
rugged road of success in human relationships, 
we need to adhere closely to its twisting, well- 
worn path. It will “stall the engine” to go barg- 
ing off on unfamiliar footpaths up the slopes. 

Babies click best when we respect the way 
they were meant to work, when we “gas up” 
at die proper times with the right fuel and 
stick to the well-defined course of normal 
growth and development. 

C A. A. 


CANCER CYTOLOGY 

A CONSIDERABLE body of evidence is accum- 
ulating which confirms die claim ad- 
vanced thirty years ago by Papanicolaou, that 
early cancer can be diagnosed by cytological 
examination of various body secretions. 

In a recent symposium conducted by Mc- 
Donald and his associates of the Mayo Clinic, 
this technic was discussed, with particular ref- 


erence to carcinoma of the lung, urinary tract, 
and kidney. These investigators found that all 
the features characteristic of malignant cells, 
which are seen in sections of tissues, with the 
exception of invasiveness, could be observed in 
isolated groups of cells, obtained in a smear. 

Sputum or bronchial secretion from 70 pa- 
tients yielded positive results. In 7 patients the 
lesions were found in the upper lobe, and 
were beyond the reach of the bronchoscopist; 
a specimen for biopsy could not be obtained. 
Diagnosis, dierefore, was established only on 
the basis of tlie microscopic examination of 
sputum or bronchial secretions. 

In another 7 patients die bronchoscopic ex- 
amination was inconclusive or negative. Again, 
positive diagnosis was established on the basis of 
smears. Fourteen patients were in such physical 
condition that bronchoscopy war. contraindi- 
cated; for this group examination of sputum 
was simple, quick, inexpensive, and harmless. 
In 41 cases both the biopsy and smear yielded 
positive results. There was one false positive; 
the investigators have pointed out that false 
positive results occur in about i to 3 per cent of 
examinations, depending in part at least upon 
the microscopist’s experience. 

Malignant lesions of die urinary tract were 
diagnosed by examining microscopically the 
centrifuged and stained urinary sediment. 

The investigators do not suggest that the 
technic will supplant existing methods of diag- 
nosis, but that it will be a practical and useful 
adjunct. One of its major uses will be that of 
“screening” cases of unexplained gross and mi- 
croscopic hematuria, questionable renal masses, 
or questionable lesions of die renal pelves or 
calices as seen in excretory urography. Or, car- 
cinoma of the prostate gland or of the bladder 
may possibly be diagnosed by this procedure, 
long before the lesions are observable by cur- 
rent methods. 

In applying die Papanicolaou methods to the 
diagnosis of cancer, an essential prerequisite, 
is that the examiner know cancer cytology- 
When the padiologist is not only a histologist 
but also a cytologist, a big step will have been 
taken in eradicating cancer. 



This Month in Medicine 


PSYCHOTIC REACTIONS TO 
QUINACRINE INGESTION 

S EVERAL authors have reported the occurrence of 
psychic disturbances following the ingestion 
of quinacrinc (atabrine). The cause of these men- 
tal disturbances, however, could not be determined, 
for the persons taking the drug also had malaria. 

Recently, Hoobler has reported severe toxic men- 
tal reactions in normal subjects, who had no 
malaria, and who took the drug for experimental 
purposes only. Thirty-one medical, dental, and 
medical administrative officers of a United States 
Army General Hospital volunteered to take quin- 
acrine in suppressive and then in therapeutic doses. 

Large doses of the drug— that is, therapeutic 
doses — produced mental disturbances in 24 of the 
31 officers. The symptoms varied from mild in- 
somnia and depression to severe psychotic reac- 
tions, with delusions, hallucinations, and profound 
changes in mood. 

Hoobler suggests that the administration of o.i 
gm. of quinacrine daily for one week, 0.2 gm. 
daily for one week, and 1.2 and 0.9 gm. on subse- 
quent days approaches the threshold of cerebral 
toxicity for this drug. 

St’ccr-STro Ri-adivc 

Hoohler, S. W.: Psychotic reactions to the inKCsiion of large 
(loses of quinacrine in normal subjects. Am. ]. Trop. Med. 27: 
477 (July) 1947. 


CHEESE AND DISEASE 

C ONTAMINATED chcesc has caused at least 59 epi- 
demics, 2,904 cases of disease, and 117 deaths 
in the United States and Canada, since 1883. 

Organisms most commonly associated with 
chcesc-borne infections include members of the 
Salmonella, Staphylococcus, Brucella, and Clostrid’ 
ium genera. All of these organisms die out quickly 


at high temperatures. Pasteurization of milk and 
aging at high temperature, therefore, are the essen- 
tial means of preventing cheese-borne infections. 
Indeed, study of the various epidemics has revealed 
that they have been caused by cheese made from 
raw milk, which was sold and eaten too soon after 
it was made. 

Many cheese-makers declare that pasteurized 
milk makes poor cheese. However, critical investi- 
gations have revealed that this view is not true, 
that pasteurized milk makes belter flavored and 
higher scoring cheddar cheese than can he obtained 
from raw milk. Further, it can be ripened in about 
half the time, because it can be held at higher tem- 
peratures than cheese made from raw milk. 

SUCCFSTL'D ReaIUNC 

Fabian, F. W.: Cheese anJ its relation to disease. Am. J. 
Pub. Hcallh. 37: 987 (August) 1947. 

Rh IN PATERNITY DISPUTES 

L eoal precedent was set recently for the use of 
the Rh factor in settling paternity disputes. 
The bloods of the three persons concerned in the 
dispute were found to be compatible, when tested 
by the usual blood-grouping procedure. The luis- 
band could not be excluded ns the possible father, 
on the basis of these tests. The Rh rests, however, 
revealed that the husband could not be the father, 
which is what he had contended all along. 

The judge accepted the evidence of the experts, 
and held that the husband was not the failicr of the 
child. The remarkable feature of this case is that 
the judge ruled as he did in spite of the fact that 
he had no legal precedent by which to l>c guided. 
Rather, lie established precedent. 

Sc(.r,i J.TIH Rf AniNc 

Ci’RRivr (.'.ommint: Rli blixx! in disputed paternity 

casc5. |u\.^^.A. 13^; 1^.2 (Scptrmlscr an). 1947. 
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STREPTOMYCIN IN TUBERCULOSIS 

S TREPTOMYCIN achieves one of its most dramatic 
effects in the treatment of draining tuberculous 
sinuses. Recently, Brock has reported the use of 
this antibiotic in the treatment of 12 patients, of 
whom II were negroes, presenting a total of 60 
draining, tuberculous, cutaneous sinuses. Prior to 
streptomycin therapy, the sinuses had been drain- 
ing for an average of two years. 

The drug was given in daily doses of 1.8 gm., 
0.3 gm. every four hours, intramuscularly. Six pa- 
tients were so treated for ninety days; the re- 
mainder were treated for one hundred fifty days, 
with an interruption of three weeks after the first 
ninety days. 

Ten of the patients had draining sinuses which 
originated in bone. Some of these sinuses, as well 
as others, closed within a week or ten days follow- 
ing institution of streptomycin therapy. Within 
three or four days the purulent material decreased 
in amount and contained less pus. Induration and 
tenderness disappeared within a month or so. Bone 
that had shown radiographic evidence of destruc- 
tion, gave evidence of regeneration following 
the therapy. 

After beginning streptomycin therapy, 15 per 
cent of the 60 sinuses closed within one to four 
weeks, 15 per cent closed within six to eight weeks, 
50 per cent closed within ten and twelve weeks, 
and the remaining 20 per cent closed within thir- 
teen to twenty weeks. 

Suggested Reading 

Brock, B. L.: Streptomycin in the treatment of draining 
tuberculous sinuses. J.A.M.A. 135: 137 (September 20), 1947. 

PENICILLIN IN PROSTATECTOMY 

P ENICILLIN used prophylactically, lowers the 
mortality associated with prostatectomy. This 
mortality is often the result of infection. Bell, an 
English investigator, found that by administering 
20,000 units of penicillin intramuscularly, every six 
hours, to all patients wnth indwelling urethral 
catheters, the death rate from prostatectomy could 
be significantly reduced. The penicillin was given 


routinely, both preoperatively and postoperatively 
for as long as the catheter remained in place, or 
(postoperatively) until the temperature returned to 
normal. Results obtained by Bell in his series of 217 
cases attest to the value of this technic. 

In Bell’s 217 cases of prostatic obstruction, in- 
cluding carcinoma, all treated prophylactically with 
penicillin, the mortality rate was 3.7 per cent. An 
earlier series of 508 cases, in the treatment of which 
no penicillin was employed, had a mortality of 14.1 
per cent. Cases of simple prostatic enlargement 
treated with penicillin gave a mortality of 3.1 per 
cent; without penicillin, 11.3 per cent. 

Before penicillin was available, nearly 37 per 
cent of all cases of prostatic obstruction were sub- 
mitted to cystostomy, with a case mortality of 15 
per cent. Now, using penicillin, less than ii per 
cent require cystostomy, and the mortality is zero. 

Suggested Reading 

Bell, J. G. V.: Penicillin as .in .licl in prostatectomy. Lancet, 
2:347 (September 6), 1947. 

DELAY IN CANCER TREATMENT 

C o.MPARisoN of recently accumulated data with 
those obtained ten years ago, reveals that to- 
day the physician is often the one most responsible 
for delay in diagnosis and treatment of cancer. Ten 
years ago delay was caused by the patient alone in 
44 per cent of cases, by the physician alone in 17 
per cent of cases. 

During the past decade the public has become 
better educated to the necessity of getting to the 
physician quickly, when cancer is su.spected. Hence, 
Leach and Robbins recently reported that today the 
patient alone is responsible for delay in only 32 per 
cent of cases, while the physician is responsible in 
27.8 per cent of cases. In superficial cancer, such as 
skin, lip, and tongue cancer, the patient is most 
responsible for delay; but in cancer of the lung or 
stomach, the less obvious cases, the physician is 
the more culpable. 

Suggeste-d Reading 

Leach, J. W., and Robbins, G. F.: Delay in the diagnosis of 
cancer. J.A.M.A. 135:5 (September 6 ), 1947. 

R. W. C. 


Consultation Service 


This special consultation information serske is offered as a regular monthly fcjturc of Postgrednate Medinne. 
Readers arc invited to call on this Service for answers to difficult medical problems from members of our Editorial 
Board best qualified to help. Each question will be answered by mail and those of general interest will be pub- 
lished each month. Address all communications to Consultation Service. Postgraduate Medicine, 512 Essex Build- 
ing, Minneapolis 2, Minnesota. 


CHOLESTEROL METABOLISM 

QUESTION: Arc there any diseases due pri- 
marily to disturbed cholesterol metabolism? What 
are the indications for ordering a blood cholesterol 
and/or cholesterol ester determination and what 
are the diseases which cause an elevation or de- 
pression of the blood levels? M.D. — Ohio 

ANSWER; There is insufficient information 
concerning cholesterol metabolism to permit one 
to state whether or not any disease is primarily 
due to this substance. The deposits that occur in 
xanthomatosis and Schiiller'Christian’s Disease arc 
rich in cholesterol and its esters. Various people 
have sugge.sted that a disturbance in cholesterol 
metabolism may be the cause of atherosclerosis. 

The normal serum cholesterol value varies from 
120-200 mg. per cent of which approximately 70 
per cent is pre.sent as the ester. The concentration 
in the blood may he above normal in the follow- 
ing conditions: primary xanthomatosis, lipoid 
nephrosis, hypothyroidism, diabetes meUitus, ob- 
struction of the common bile duct, pregnancy, 
early or mild hepatitis, uremia and in some in- 
stances of atherosclerosis. 

The blood cholesterol may be less than normal 
in acute yellow atrophy of the liver and hyper- 
thyroidism. The ratio of cholesterol esters is con- 
sidered of significance in relation to liver function. 
Marked loss of parenchymal function is accom- 
panied by a decline in the percentage of cholesterol 
esters. 

vitamin k 

QUESTION: Should parenteral vitamin K be 
given routinely to every pregnant woman before 
labor and to every newborn? What is the proper 
dosage? MT), -^Pennsylvania 


ANSWER: There is no use in giving vitamin K 
routinely to pregnant women before labor because 
its cfTect is so transitory. Neither docs there seem 
to be good reason for giving it to every newborn 
infant because such a small percentage of normal 
full-time babies show any hemophilic tendencies. 

As a routine measure, the only valid occasion 
for administration of Vitamin K is to all women 
failing into labor prematurely. The reason for this 
is that premature infants arc more likely than 
others to develop hemorrhagic tendencies, espe- 
cially intracranial hemorrhage, and may thus be 
afforded some degree of protection. 


URETHRAL FEVER 

QUESTION : What is the present recommended 
treatment and cause of the so-called urethral fever 
or urinary fever which comes on after instrumenta- 
tion of the urethra by passing a sound or catheteri- 
zation? 

In the event a patient has experienced one epi- 
sode of chills and fever after the passage of a 
sound, should he be dilated again? Penicillin tab- 
lets, 100,000 units, were given after passage of the 
sound every three hours. The penicillin did not 
seem to have any effect on the chills. 

M.D. — Washington 

ANSWER: The cause is thought to he the ab- 
sorption of toxins and probably bacteria through 
venous sinuses in the urethra and periurethral 
tissues. These spaces arc opened by dilatation and 
it is believed that when the patient next voids, the 
pressure of the urine forces tlie toxic material into 
the circulation. There is always some degree tif 
edema after a tight urethra has been dilated. The 
best treatment is the placing of an inlying catheter 
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of small size, preferably No. i6 or i8 Fr. This is 
allowed to remain in the urethra and to drain the 
bladder for at least forty-eight hours, or until the 
temperature remains normal, for twenty-four 
hours. Penicillin is administered; sulfathiazole 
sometimes is administered coincidentally. 

USE OF POTASSIUM THIOCYANATE 
IN HYPERTENSION 

QUESTION : I have observed that four or five 
patients 1 have treated with potassium thiocyanate 
for hypertension have developed either tachycardia 
or frequent extrasystoles, with good results in loW' 
ering their blood pressure. I have not used exceS' 
sive dosage but have tried to maintain their blood 
level between 8 and i2 mg. per loo cc. Cotdd you 
tell me if other doctors have observed this efiect of 
thiocyanate or whether it is any contraindication 
to its usage? M.D. — Ohio 

ANSWER; Considerable experience with the 
use of potassium thiocyanate in essential hyperten- 
sion has failed to indicate that either extrasystole 
or tachycardia is a common complication. Unless 
either of these is marked, it would seem to be no 
contraindication to the continued use of potassium 
thiocyanate, inasmuch as there has been favorable 
reduction of blood pressure. 

TREATMENT OF LUES 

QUESTION : A white male, qi years of age, has 
been under treatment for lues for approximately 
one year. 

When first seen this patient already had secon- 
dary lesions, and his serology was strongly posi- 
tive. He was given a course of pencillin in beeswax 


and oil consisting of one daily injection for twenty 
days. However, this afforded no demonstrable 
benefit. He was then given semi-intensive therapy 
consisting of 40 injections of Mapharsen ( 0.06 gm.) 
and j 6 injections of bismuth subsalicylate (0.2 gm.) 
in twenty-six wee\s. At the end of this course, the 
patient had a negative Kolmer and a strongly posi- 
tive Mazzini. (Quantitative Mazzini was 41000-0). 
One month later the Kolmer was moderately posi- 
tive and at the present time both Kolmer and Maz- 
zini are strongly positive ( Quantitative Mazzini is 
444 j2-oj. Thei'e are no luetic lesions or clinical 
signs evident at this time. 

What further therapy is now recommended? 

M.D. — Pennsylvania 

ANSWER: Results from the use of penicillin 
in beeswax and oil for patients with early syphilis 
have not been so satisfactory as those from the in- 
tramuscular use of penicillin given at three-hour 
intervals for a total of approximately 4,000,000 
units. The successful results from the beeswax-oil 
combination are approximating 65 per cent. 

Before further treatment for the patient described 
is outlined, it would be advisable to examine the 
patient’s cerebrospinal fluid, because it might well 
be that the relapse of results of serologic tests of 
the blood are due to the fact that the patient has 
a positive cerebrospinal fluid. If the fluid is normal, 
it would seem advisable to give the patient a third 
course, consisting of penicillin administered at the 
rate of 50,000 units every two hours for a total of 
80 injections, which course, if need be, can be re- 
peated in two or three months. On the other hand, 
if the cerebrospinal fluid is found to be positive, it 
would be necessary to know the degree of posi- 
tivity of the fluid before it could be determined 
whether or not the patient is a candidate for fever 
therapy. 



Book of the Month— A Report 

SURGERY OF THE AMBULATORY PATffiNT” 


D rawing upon his experience ai the Univer- 
sity of Pennsylvania Hospital outpatient 
department, Dr. L. Kraeer Ferguson pre- 
sents a very comprehensive and informative com- 
pilation of ambulatory surgery. The value of this 
book is evidenced by the fact that it is the second 
edition of a rather recent publication. The author 
includes in this edition the new therapy of penicil- 
lin and sulfa drugs in surgical lesions. 

There arc many advantages to am- 
bulatory surgery; it is advantageous 
to the hospital because it reserves the 
beds for patients^actually needing bed 
and nursing care; according to Fer- 
guson, fewer complications develop 
after operations on ambulatory pa- 
tients than after similar operations 
performed on hospitalized patients. 

For example, in a large number of 
anal operations on ambulatory pa- 
tients, retention of urine has never 
been encountered as a complication although this 
is well known as a frequent and troublesome com- 
plaint of the hospitalized patient. It must be under- 
stood, however, that the selection of [lalienis is of 
major importance. When diagnosis is doubtful or 
when extent of the lesion is not deSniicly known» 
the operation should not be perf irmed on the am- 
bulatory patient at all. 

The preparation for, and the conduct of, opera- 
tions on ambulatory patient.s and postoperative care 
arc discussed in two separate chapters. The chap- 
ter on dressings and bandages is unique because of 
Dr. Ferguson’s ingenious application of simplified 
dressings and use of adhe.sive. Methods for apply- 
ing non-cumbersome dressings that will hold over 
a long period of time arc excellently illusiraicd in 
pen and ink drawings. The young practitioner will 
greatly appreciate the extremity dressings that arc 

•Surpery of llic Andnilatory P.nicnt. Ity L. Kraccr Fcrpuvjn, 
M. 1 )., with a Section on Fractures by I.ouis Kaplan, M. I>. 901 
papes, 6^5 illustrations, anti Falltion. f. B. I.ippincoti Company, 
riii!a(lclplu.i, 1947. Price Sjojjo. 


shown because of their simplicity of application, 
and precision and neatness of appearance. 

Local anesthesia is preferred by the author, with 
procaine hydrochloride being judged the most ef- 
ficient local anesthetic agent which has survived 
the test of cxtcn.sivc clinical trial. It has been the 
anesthetic agent of choice in S7 per cent of the 
operations in Ferguson’s surgical outpatient clinic. 
A drug which he has found successful for local 
anesthesia in the opening of super- 
ficial abscesses is pure phenol. Excel- 
lent illustrations for the technics of 
local anesthesia are shown. 

Treatment of inflammation due to 
infection is discussed with a ])hy- 
siopathologic approach. A review 
of the mechanism of inflammation 
introduces the chapter. The local ap- 
plication of external heat, elevation 
of the area of inflammation, physio- 
logic rest through immobilization, 
and incision and drainage when sttppuraiion is 
present arc the fundamental principles for treat- 
ment of infection. Some physicians may place more 
emphasis on one of the foregoing tenets than the 
others, but, in general, if the procedures outlined 
arc followed success is assured. 

The mode of use and therapeutic acuon of the 
sulfonamides is included in the section on chem- 
otherapy in the treatment of infection. Dr. Fergu- 
son correctly em[ihasizcs the great caution needed 
in the administration of sulfonamides to the ambu- 
latory patient. 

The use of penicillin in peanut oil and beeswax 
mixture.^, botli orally and locally, is advocated for 
the ambulatory patient because the intravenous 
and round-the-clock intramuscular injections of 
penicillin arc avoided. A newer antibiotic, lyro- 
thricin, is suggested as a topical application for 
the treatment of wounds and ulcers that arc in- 
fected with pyogenic cocci. 

I’hcre arc separate sections devoted to the ctiol- 
ogy, symptomatology, and treatment of lymphnngi- 
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Maintaining the tension on the liga- 
ture spool in the right palm, and with 
the left forefinger holding the tie snug- 
ly in place, the hemostat is freed with 
the right thumb and index finger. A 
second tie is then made in the same 
manner. 



Ilhistrations /ram Farpuson: Sarptay a/ the rlmbtilatory Patient, 


z 

• JMtC. 


BOOK OF THE MONTH 


Dressing for the Finger 

For dressings of the finger tip 
following an incision and drain- 
age of an infection of the distal 
closed space, the 3-in. sterile 
gauze compress is cut .as shown. 
The loose ends are then folded 
over the finger tip and the dress- 
ing is completed with circular 
turns about the gauze and re- 
current turns over the tip of the 
finger. 








Mr.THon or Applying a Dressing 
TO THE Foot 

Bandages to the ankle and foot 
arc most conveniently applied in 
figurc-of eight turns around the 
foot and ankle. Two-inch bandage 
is usually used, with fixation by 
half-inch adhesive. 
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tis, cellulitis, erysipelas, erysipeloid of Rosenbach, 
acute lymphadenitis, dermatitis repens, meleney 
ulcer, tetanus, anthrax, human, animal, snake, and 
insect bites. 

A comprehensive discussion of the treatment of 
burns and frost bites is included, and many useful 
surgical technics are described in a chapter on for- 
eign bodies, superficial cysts, and tumors. 

Part Two of the book, devoted to Regional 
Surgery, consists of thirteen chapters on the more 
specific lesions of the various parts. It begins with 
lesions of the scalp and progresses anatomically 
downward to the toes. One must admire the cour- 
age of the author in performing the type of op- 
erations he has done on ambulatory patients. With 
as much experience as Dr. Ferguson has, it is prob- 
able that they can be done, but for the novice, such 
things as elevation of a depressed fracture of the 
zygoma preferably would be done in a hospital. 
It must be understood that there is a difference be- 
tween an out-patient who is ambulatory and a hos- 
pital patient who is ambulatory. Therefore, it may 
be that some of the advised procedures are done 
on patients who are in a hospital but are still 
ambulatory. 

The information given in the section devoted to 
the peri-anal region, anus, and anal canal will more 
than suffice for the average physician’s needs for 
knowledge and practical technics for lesions in 
those areas. Dr. Ferguson has justifiably exercised 
great care in writing this chapter because lesions 


of this area when not treated correctly for itching 
and pain can result in great distress. The illustra- 
tions are more than adequate even for the physi- 
cian inexperienced in proctology. 

The genitourinary tract chapter includes some 
of the more recent treatments found successful in 
the Army. The ambulatory treatment of gonorrhea 
in the male with penicillin is given and Dr. Fergu- 
son suggests that in cases when penicillin is inef- 
fective, a combination of both penicillin and a 
sulfamide has been found successful. 

The third and final section of the book was 
written by Dr. Louis Kaplan and is devoted to 
fractures. It is introduced by general considerations 
of etiology, pathology, diagnosis, and principles of 
fracture treatment. The author then discusses most 
of the fractures commonly handled in general sur- 
gical practice. The discussion is well organized and 
extensive and should prove useful even to an ortho- 
pedic surgeon. The illustrations and roentgeno- 
grams are typical and are good reproducdons. 

The book should be of great value to the medical 
student, recent graduate and general practitioner. 
It is encyclopedic in its content and all references 
are listed in bibliographies at the end of each chap- 
ter. One must understand, however, that the sim- 
plicity of presentation of technical procedures may 
belie their practical value, for a thorough knowl- 
edge of surgical principles and keen surgical judg- 
ment is still a must for a physician using the book, 
for reference. 


RECEIVED THIS MONTH 


OCULAR THERAPEUTICS, by William J. 
Harrison, M.D., Associate Professor of Ophthal- 
mology, Jefferson Medical College; Chief of 
Ophthalmological Clinic, Jefferson Hospital; At- 
tending Surgeon, Wills Hospital, Philadelphia. 
This pocket manual deals with the various drugs 
whose ocular therapeutic values have been deter- 
mined by extensive clinical use. Charles C Thomas, 
Publisher, Springfield, 111 ., 1947. Price $3.50. 


TRICHOMONAS VAGINALS AND TRI- 
CHOMONIASIS, by Ray E. Trussed, M.D., 
Associate in Hygiene and Preventive Medicine, 
State University of Iowa. With an introduction by 
E. D. Plass, M.D., Professor of Obstetrics and 
Gynecology, State University of Iowa. A bibliog- 
raphy of 1586 references is included, along with 19 
figures and 16 tables. Charles C Thomas, Publisher, 
Springfield, 111 ., 1947. Price $6.00. 
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THE GENERAL ASSUMES COMMAND 


I N THE handsome oak-panelled corner office on 
the seventh floor of the American Medical As- 
sociation building in Chicago, sits a broad- 
shouldered, genial man who is the new Secretary 
and General Manager of the Association. He well 
becomes the office, and its duties present no hazards 
of flank attack or ambush for an old army man 
with thirty-three years of service with its Medical 
Corps to his credit. When he resigned from the 
Army in 1945, George Fairless Lull was Deputy 
Surgeon General with the rank of Major General. 
A.M.A. headquarters refer to him proudly as “The 
General” and more than one little typist as she 
watches the tall soldierly figure stride down the 
hall has been overheard sighing, “Wouldn’t it be 
wonderful if he still wore his uniform!” 

He first donned the army uniform in 1912, ap- 
parently motivated by youthful bravado and sliccr 
stubbornness, but the gratifying regularity of his 
advancement in rank demonstrated that his deci- 
sion was soundly based on innate aptitudes. The 
ingeniously administered advice of a wise teacher 
was important too. 

George Lull, born in Scranton, Pennsylvania, 
received hia M.D. degree at Jefferson Medical Col- 
lege in 19J9, then interned at Jefferson Hospital. 
In iQir, hearing die lugubrious tide of Demon- 
strator in Morbid Anatomy, he handled autopsies 
for Philadelphia General Hospital and was assis- 
tant to Dr. W. M. L. Copeland, an excellent pa- 
thologist, a hard taskmaster, and — as appeared later 
— a psychologist of unusual discernment. 

‘‘How I happened to enlist was really odd.” Dr. 
Lull’s smile dccpcnctl as he reflected on the irony 
<if that choice. “There were several of us young- 
sters working at Jefferson, and one week end with 
permission to go tr) Baltimore, three of us ended 
up visiting with some of the army lioys in Wash- 
ington. I was interested in the experiments they 
were doing with inoculation for typhoid and ty- 


phus. Wlien we got back, the first thing I knew 
Copekand yanked me in and announced that if I 
was fooling around with some notion of going into 
tlie army, I might as well understand at once that 
he had no intention of renewing my contract! I 
needn’t think I could flunk the exams and then 
flop b.ick onto Jefferson. Well, 1 was flabbergasted. 
I’d had not the slightest intention of trying out for 
the army until he made that speech. But it got me 
sore and I decided I’d show Copeland I could get 
into the army if I wanted to. I knew it would be 
tough — only 5 per cent of the applicants were being 
.accepted— hut 1 took the exams that fall along 
with fourteen others. Only three of us made the 
grade and ^vcnl on to the Army Medical College 
in Washington. Copeland was rather stiff and for- 
mal when I said good-by. Never saw him again 
till 1919 when I ran into him in Germany and we 
had dinner together. He told me then he’d known 
from the beginning that I’d make a good army 
man, but 1 ^vas so darned hull-headed he knew it 
was !K) use suggesting it as a career. So he played 
it the other way, got me so mad that I went in to 
prove to him 1 could.” 

Dr. Copeland, at long last, was thus proved as 
a vocational diagnostician as well as pathologist. 
He had recognized Lull’s interest in clinical pathol- 
ogy' and his indifference to making money. And 
most certainly the army proved to he the right 
place for young Lull. It provided him with varied 
opportunities and enabled him to develop surpris- 
ingly diverse talents. 

On his first lour of duty outside of the United 
States Dr. Lull served as medical officer for the 
29ih infantry in the deserted ghost town of Culehra 
in the Panama Canal Zone. One battalion was 
.sent to act as lock guard at a new post: Gaiun. 
There he learned how a native of a malaria-in- 
fested country acknowledges his daily two tablets 
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of quinine prescribed by the army: He turns his 
tin cup upside down to prove that he’s drunk 
the water; he says clearly “Thank you,” not to con- 
form to etiquette but to demonstrate he’s not con- 
cealing the tablets under his tongue! 

Before his tour of duty in Panama was com- 
pleted, Dr. Lull was brought back to McAllen, 
Texas to build a camp hospital for the National 
Guard then stationed on the Mexican border. Squad- 
ron A was made up of light-hearted New York 
youngsters who’d joined up to ride the horses pro- 
vided at the National Guard Armory and to have 
fun generally. Dr. Lull remembers them affection- 
ately when he says: 

“I needed to staff a laboratory at the hospital 
and when I interviewed the three men they sent 
over I found they were all young doctors. Best 
staffed laboratory I ever saw. Every man in the 
squadron became an officer and later they were all 
in France. Made fine records, too.” 

There were more training camps to lay out and 
camp hospitals to build before Dr. Lull managed 
his own transfer to France. One of the largest was 
the two thousand bed hospital at Camp Beauregard, 
Louisiana. “And do you know what most of the 
patients in those beds were suffering from ? Measles 
and mumps! The boys were recruited chiefly from 
country districts in Louisiana and Mississippi. 
They’d never been exposed to such diseases enough 
to build up any immunity, and childhood plagues 
ran through that place like wildfire.” 

George Lull, chafing at orders tfiat kept him in 
Louisiana when he wanted to be in France, patient- 
ly filled in the War Department questionnaires in- 
quiring what available officer could accept full 
charge of the hospital. With monotonous regu- 
larity, he wrote down the name of Major John T. 
Burrus. At last came a telegram from the War De- 
partment reiterating the question already asked 
innumerable times. Dr. Lull wired Major Burrus’ 
name to Washington. A cautious telegraphed in- 
quiry from the War Department was his reply: 
“Will you, George F. Lull, assume full responsi- 
bility for all Major Burrus’ actions in your ab- 
sence.” 

Recklessly, Dr. Lull sent off an unconditional yes, 
proceeded to France and took over the command 
of base hospital Number 35, sponsored and com- 


pletely staffed l)y the Good Samaritan Hospital of 
Los Angeles. For faithfulness and distinction in 
discharge of his duties, he was awarded the Cer- 
tificate of Meritorious Service by General Pershing, 
a decoration' reserved for a very few outstanding 
individuals. Years later all the men who had been 
recipients of so high an honor were also given the 
Purple Heart, so that accounts for another of the 
General’s impressive row of ribbons. 

I N WORLD WAR II, Dr. Lull, then in his late fifties, 
served the entire time, as he ruefully observes, 
in the Army of the Potomac with headquarters in 
a commandeered apartment house. He was in 
charge of personnel, a position for which his abil- 
ities and kindly human warmth made him par- 
ticularly suitable. Speaking appreciatively of his 
fellow doctors, he says: 

“The medical profession of the United States can 
take great pride in the fact that through a purely 
volunteer system its members offered their services 
in such large numbers. Many men who had to re- 
main at home in essential positions were bitterly 
disappointed that they could not participate as 
members of the armed forces. 

“It would not be just to close . . . without men- 
tioning the doctors in the older age groups who 
volunteered in such large numbers. Many of them 
who were sixty years of age traveled long distances 
to Washington to plead that they be given a chance 
to enter the Army. They, as well as their fellows 
in the service, can be proud of their professions 
war record.” 

When Major General Norman T. Kirk was ap- 
pointed Surgeon General of the Army, George 
Lull was made a major general, and given the posi- 
tion of Deputy Surgeon General. Among his new 
duties was the supervision of the recording of in- 
numerable statistical tables, a task that presented 
few difficulties to a man who had originated the 
course in Vital Statistics in the Army Medical 
College. 

Dr. Lull also likes to recall his years of duty as 
medical adviser to the Governor-General of the 
Philippines. He served in that capacity under three 
different men : Theodore Roosevelt, Henry L. Sum- 
son, and Dwight F. Davis. It was with Davis that 
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GEORGE F. LULL, M.D. 



Dr, Lull was most closely associated and witli 
whom he undertook a five hundred mile informal 
inspection trip of Mindanao. Dr. Lull refuses to 
dramatize the experience, stating flatly that their 
expedition was not through the country of the 
headhunters. 

On this trek the two men were accompanied by 
Davis' young son, Pete, an Army captain, an aide, 
and an interpreter who understood the difTerenccs 
between such closely related dialects as Malano 
and Bagobo! 

“That interpreter was a clever fellow," reminisces 
Dr. Lull. “He lived permanently in the Islands; 
incidentally, I heard not long ago that he was cap- 
tured and tortured to death by the Japanese.” 

In those days, when the little party of five men 


waded upstream, rode in dug-outs when they 
could, camped where they found themselves, or 
were occasionally lucky enough to find accommo- 
dations in one of the small schoolhouses that were 
a landmark of the American occupation, the na- 
tives were curious but generally friendly. 

At a ceremonial council meeting, one chieftain 
diplomatically announced that he welcomed Amer- 
ican rule for himself and his people, but he would 
have none of those despised Visaynns who merely 
aped their betters. His tirade was directed against 
the Filipino Christians generally, although the 
term Visayan that he used with such contempt, 
applies properly to a large group who, with the 
belter known Tagalogs, constitute the majority of 
civilized Filipinos. Another remote tribal leader. 




396 


POSTGRADUATE MEDICINE 


less polished but more frank in his expression, 
made a long speech apparently of incredulity and 
amazement. The interpreter translated freely: “He 
says he’s heard of God and of the Governor Gen- 
eral, but he’d never expected to meet either of 
them in person!” 

Dr. Lull points out that few people realize the 
great extent of the Philippines — actually the Islands 
extend from north to south a distance as great as 
that from Canada to the Mexican border. More- 
over, eleven of the islands have an area of more 
than a thousand square miles apiece, and the ter- 
rain varies from malaria-infested swamps to in- 
accessible mountain peaks. 

Being entrusted with the health of so widespread 
a population was a tremendous responsibility. The 
mixed racial origins and religious beliefs of the 
people complicated matters still further. One ex- 
ample is typical: The Mohammedans — of whom 
there are some 500,000 in the Islands — would not 
allow themselves to be touched by Christians. Since 
the Army medical officers and most of the trained 
native assistants were Christians (probably re- 
cruited from the able Visayans and Tagalogs of 
Luzon), this tabu meant that Mohammedan groups 
were constantly neglecting routine immunization 
and inoculation. Other factors were the reluctance 
of the fledgling Filipino legislature to appropriate 
sufficient funds for public health, and the occa- 
sional native carelessness in handling serum or 
neglecting to provide new seed stock. The Amer- 
ican policy of keeping hands off and letting the 
Filipinos learn by experience made the task still 
more delicate. 

In spite of setbacks and obstacles, a remarkably 
fine public health program was set up and main- 
tained in the Philippine Islands, and Dr. Lull was 
one of the men who made possible the success of 
that program. 

A vter his return from France in 1919, Dr. Lull 
had been sent to organize the First Corps Area 
Laboratories at Fort Banks, Massachusetts. By then 
he had added to his original bent toward pathology, 
an active interest in sanitary engineering and 
preventive medicine. Taking advantage of being 
stationed near Boston he attended seminars at 


Harvard. The school itself was set up under the 
auspices of Massachusetts Institute of Technology, 
Harvard Medical School, and the School of Sani- 
tary Engineering of Harvard University. 

Sedgewick of M.I.T., Professor Whipple and Dr. 
Rosenau of Harvard combined their efforts to 
make the courses unusually valuable. Upon com- 
pletion of the work there. Dr. Lull received his 
certificate in Public Health. Several years later, on 
an eight months’ leave of absence from the Army, 
he completed his academic training at the Univer- 
sity of Pennsylvania, receiving the degree of Doc- 
tor of Public Health. 

In 1929 he returned to the Army Medical School 
in Washington where, during the absence of 
Henry Nichols he acted as head of the Department 
of Preventive Medicine, remaining as assistant 
head for three years after Nichols’ return. He was 
responsible for adding to the curriculum new 
courses in Vital Statistics and Sanitary Engineering. 

Sympathetic insight and warm human under- 
standing do not ordinarily distinguish Army ad- 
ministrators, yet exactly those traits characterize 
George Lull. Among his army colleagues and the 
men who worked under him he was dubbed, with 
trust and respect, a square-sbooter. Operating in 
the miasma of professional jealousies and thicket 
of red tape that hedge Army procedure it’s not 
easy to continue to deserve that forthright epithet. 

The “General’s” geniality is neither a mood nor 
a front, but goes all the way round and all the way 
down. A constantly functioning sense of humor rs 
one of its components. Thus Dr. Lull can relate 
with amusement of the time the Army ordered him 
to proceed from Fort Sam Houston, Texas, to San 
Francisco en route to the Philippines via Nicaragua 
and New York aboard a transport vessel rather 
than pay railroad fare from Texas to California! 
The ship ran aground and put into the Canal Zone 
for over a month, but that delay, too, he not. only 
took in his stride but utilized. A throw-back, he 
conjectures, to the calm and solid sense of a remote 
ancestress of his in Byfield, Massachusetts who, 
when she was only five, was captured by the In- 
dians not many years after the first Lull had settled 
in Ipswich in 1670. The little girl was never seen 
again by her family nor by white people until she 
emerged from the forests some sixty years later, 
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lough, leathery, unregcnerate, and utterly bored by 
the idea of resuming the effete and finicky ways 
of the English settlers! 

In his steady rise to eminence Dr. Lull has 
avoided conflia and useless kicking against the 
pricks. During the war, in his position as director 
of personnel, he saw the unending friction between 
army regulations and the rebelliousness of individ- 
ual practitioners. It is a tribute to his nature that 
while understanding the natural opposition, he 
himself has never found occasion to resent disci- 
jiline nor has he ever had to accept arbitrary pro- 
fessional dictation from a line ofHcer. 

Possessed of such a notable degree of sympa- 
thetic understanding, Dr. Lull nevertheless chose 
the broader applications of medicine rather than 
the confines of laboratory research or the intimacy 
of doctor and patient. Yet in his early childhood 
it was a country doctor of the horse and buggy 
era that first excited his deep admiration, and kin- 
dled in his heart a desire to be like him. To young 
George, the child of prosperous but simple farming 
people, old Dr. Paine rejiresented hope in lime of 
trouble, relief from suffering, reprieve from the 
fear of death itself. All those emotions struggled 
inarticulately below the surface of die boy’s con- 
sciousness as he watched the familiar figure on 
the roads of the community in all seasons, all ex- 
tremes of weather. Once it was George’s own 
brother who lay feverish and gasping in distress, 
though the scarlet fever which the family had 
recognized and treated should have long been over. 
It was dark and windy and very late at night 
when the faithful Dr. Paine arrived, hut he 
brought with him a blessed sense of security and 
freedom from the fear that the child who had 
waited so anxiously never forgot. 

Probably from that early admiration stemmed 
George’s determination to become a doctor, for 
there were none in his immediate family back- 
ground. Tlicrc are now, however, for not only did 
George Lull become a doctor, but so did his 
brother, and his brother’s son, and his own son. 
Thus he stands at the beginning of a dynasty, for 
his son has followed in his father’s footsteps by 
enlisting in the Army Medical Corps and is sta- 
tioned at Fort Sam Houston where his father once 
served. But time — and medical progress— accelerate 


with dizzying speed. The son’s specialty is not 
hospital engineering or sanitation but radiology. 

A s A spokesman for the A.M.A., Dr. Lull speaks 
out clearly his praise of the family doctor w’ho 
understood the patient’s background, disposition, 
circumstances as well as his ailment — who indeed 
practiced psychostjmaiic medicine without know- 
ing it. As he is fond of putting it, “Wc must treat 
the patient rather than the disease.” And he sees 
an ever-broadening field for the general practi- 
tioner even in these days of highly differentiated 
specialization. . , . “There is a great need for quali- 
fied general practitioners of medicine, in many 
more areas, relatively speaking, than there is for 
specialists. Many areas fully able to support a few 
general practitioners arc unable to support special- 
ists hut, as more and more young men elect to take 
specialty training, fewer will be available to per- 
form the duties of general practitioners. I have no 
solution for this problem, but I know it is of inter- 
est as it is closely related to the disiribuiiiin of 
medical care and to the training of physicians.” 

To his present job as Secretary and Cicncral 
Manager of the A.M.A., Dr. Lull brings broad re- 
sources of medical knowledge and ability to de.il 
with medical personnel. Nor is he a stranger to 
A.M.A. procedure. For three years he served ns the 
Army delegate to the House of Delegates of the 
A.M.A. During the war in his position as Deputy 
Surgeon General, he was constantly in touch with 
the activities of the A.M.A. in classifying, contact- 
ing, recruiting, and assigning doctors to the mili- 
tary services and our home population. 

Now the A.M.A. under the able leadershi[) of 
its proved and war-tested general has resumed its 
peacetime activities. Some of its earlier campaigns 
have adiievcd such success that they arc long since 
chalked up as milestones in medical history. For 
example, rigid anti uniform requirements in medi- 
cal training was an objective toward which the 
Association struggled for years. Dr. Lull speaks t)f 
the present situation: “It is only in the last fifty 
years that this big improvement in medical educa- 
tion has taken place. Now wc have only one 
school operating in the United States that has not 
been approved fully by the A.M.A. There arc one 
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or two Others on probation, they haven’t been fully 
approved, but the A.M.A. now is the referee, so 
to speak, of whether or not the student is receiving 
the proper type of medical education. All of us who 
have lived during the early years of this century 
realize that it has taken a great many years to 
establish this basis, and to set up standards that 
could be enforced in medical education. We now 
look with satisfaction upon the fact that we lead 
the world in medical education.” 

Similar uniform standards have been set up and 
enforced in regard to hospitals. 

An interesting shift of emphasis has occurred in 
the department that once investigated and tried to 
get rid of patent medicines and quackery. Today 
its quarters and its personnel have, because the job 
was so well done, shrunk to comparative insignifi- 
cance. On the contrary the drug houses and phar- 
maceutical firms, once wary and suspicious — 
sometimes even actively hostile— now clamor to 
have their products tested and blessed with the 
A.M.A. stamp of approval. As a consequence the 
physical and chemical testing laboratories have 
grown apace, spreading over a large part of one 
floor, and employing highly skilled experts in 
both fields. 

As a matter of fact the whole eight floors of the 
dignified but modern building on North Dearborn 
abound with experts. Some retire to a quiet corner 
and read, translate, edit, and abstract material from 
the leading medical journals of France, Spain, 
Sweden, Russia and Czecho-Slovakia. Necessarily, 
linguists who are also doctors are at a premium. 
They get on nicely with their neighbors, the library 
staff. A special contingent provides reference ma- 
terial for physicians, sending out so-called “pack- 
age libraries” to a man worried over a puzzling 
case that defies his diagnosis with a parade of con- 
tradictory symptoms, or assembling material for a 
hard-pressed doctor with a speech to the county 
society looming ahead of him. Like other of the 
branches requiring skilled and experienced work- 
ers, this service is badly understaffed, a condition 
that seriously cuts down its usefulness. 

Finding competent, trained personnel has been 
another problem for Dr. Lull. Resourcefully he 
added to the skilled clerical staff by employing 
veterans part time while they’re attending college 


in Chicago. But sometimes he must wish he could 
merely requisition from the inexhaustible man 
power supply once available to the army, two Rus- 
sian translators, six laboratory assistants, ten libra- 
rians, a motion picture operator, and a score each 
of experienced clerks and typists! 

The movie projection man would come into his 
own in a diminutive specially built room where 
films illustrating new surgical technics or the crys- 
tallization process of a new drug can be run off at 
any moment. Many of these films also are available 
for county or state medical groups. And as Dr. Lull 
colloquially terras them, platters too are available 
for medical groups— thirteen series of them on as 
many different topics, sufficient to keep a medical 
society broadcasting once a week for four years. 
There are also graphs and charts. and maps and 
posters, making vividly concrete such diverse prob- 
lems as the incidence of typhus over the world, 
and the best places in the United States for a young 
doctor recently released from the army to hang out 
his sign. 

Tucked away in another corner is the ethics 
department, which is acutely aware that such new 
technics of education as the film and the radio pre- 
sent their own confusing issues. Here again the 
trend has changed from suppressing and forbid- 
ding to persuading and urging ahead in legitimate 
channels. “Believe it or not, sometimes we prac- 
tically have to beat our own colleagues over the 
head to make them see that telling about the new 
operation they’ve discovered over the air may be 
the finest thing in the world for the medical pro- 
fession. If it’s done under the auspices of the 
A.M.A., that is, and not as a private promotion 
scheme of some radio station or sponsor.” 

Dr. Lull is especially proud of the program “Doc- 
tors Then and Now” that ran for twenty-six weeks 
on N.B.C. and received the first award for public 
service programs from the Eleventh Institute for 
Radio in Education of Ohio State University. The 
N.B.C. show is only one of several, for programs 
were broadcast in 1947 on all four major networks. 

A.M.A. encouragement of voluntary plans for 
health insurance is whole-hearted. Indeed the 
Association practices what it preaches to such a 
degree that there is no corridor or restroom without 
its warning notice urging employees to report any 
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injury at once. For general circulation it has pub- 
lished a reliable directory of plans containing de- 
tailed and comparable data on each, and has also 
devised a set of standards for use as a guide in 
issuing the seal of acceptance. And when the 
A.M.A. assembles data and files it, as they have 
done on their complete roster of physicians in the 
U.S.A., the F.B.I. had better look to its laurels! 
What isn’t in the A.M.A. cards not even the doc- 
tor's best friend could tell you. Just in passing it 
might be well to warn John L. Lewis that the 
Council on Medical Service has undertaken a spe- 
cial study and follow-up of the United Mine Work- 
ers’ Health fund! 

The Council on Industrial Health gives another 
instance of how the A.M.A., instead of limiting 
itself to discussions of clinical medicine and sur- 
gery, has e,\tended broadly into the related fields 
of medical economics, public relations (there’s a 
whole department) and social legislation. The 
Council studies such specific matters as rehabilita- 
tion and employment of the handicapped, air con- 
ditioning and ventilation, noise control, women in 
industry, mental and personal hygiene of the 
worker. The list might easily be made even more 
imposing, but Dr. Lull feels that in that particular 
field the most notable gain has been professional 
acceptance. As he sums it up: “More and more 
physicians are realizing that in industrial health 
there are great possibilities for professional advance- 
ment as administrators, consulting specialists, 
clinicians, and investigators.” 

But despite the multiplicity of bureaus, councils, 
and committees the general manager can spare a 
thought for the problems of (he seven hundred or 
more workers currently employed by the A.M.A. 
Under his regime there has been set up the Bureau 
of Industrial and Personnel Relations. Not only 
lias every job at Association headquarters been 
carefully evaluated, hut a sincere attempt is being 
made to keep everybody happy by promoting and 
transferring individuals from one department to 
another when a vacancy occurs rather than to have 
each office act as a separate unit. 

E ven so hit or miss a sampling of the various 
activities constantly advancing under the aegis 
of the A.M.A. and the watchful eye of Dr. Lull 


gives some idea of their diversity and scope. A light 
rein and an easy hand characterize Dr. Lull’s 
method of helping everyone to pull together and to 
puli ahead. 

‘‘Routine matters slide along easily enough, and 
even some not so routine,” smiles Dr. Lull. “And 
I like my job of liaison between our members and 
the Association, telling them what the Association 
has to offer them. Not a had idea to let them know 
how they can he/p the Association cither. Nothing 
I’d like better than lots of letters with questions, 
suggestions, yes, even gripes, from the doctors.” 
His hazel eyes regarded the glass-topped desk spec- 
ulatively, and suddenly the quiet smile deepened 
into a chuckle. “Not that I ever want to be con- 
fused with a contest judge or a music publisher 
again! You know I was once. Speech I made dur- 
ing the war, and I happened to mention that it was 
too bad no good marches had turned up in this 
war. There were plenty of ’em last time, hut noth- 
ing now except a couple of sentimental ballads like 
‘The White Cli/Ts of Dover' or ‘Lilli Marlene’— 
and that wasn’t even ours. Wc didn’t turn up a 
‘Pack Up Your Troubles in Your Old Kit Bag’ 
or even a ‘K, K, Kaiy.’ Anyhow that remark 1 
just happened to make was the only thing the A.P. 
men quoted in the j)apcrs, and in less than a week 
my desk was literally buried in marching songs 
sent in from everywhere! Some of ‘cm had just the 
music and wanted me to write the words, some of 
’em sent in words they wanted me to refer to Irv- 
ing Berlin for a tune! It got to he the joke of the 
department. Songs, music, lyrics— hundreds, thou- 
sands of 'cm. Must have thought I was Sousa! 

‘‘Oh, I appreciate mail, lots of it; hut no more 
music clc.iring houses.” 

Rather a predicament for a busy Deputy Surgeon 
General, hut perhaps he might contribute to the 
A.M.A. in addition to his more conventional duties, 
a really rousing good song, something reminiscent 
of marching men in far-flung lands, men defying, 
attacking, conquering the worst enemies of all, 
ignorance and pain and disease. Dr. Lull is an old 
campaigner in that uncc,asing battle and his en- 
couraging voice is one that liis fellow soldiers like 
very much to hear. 


L. C, DEINARD 
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1947 Prize Winners in American 
Physicians Art Association 

Exhibited at the Centennial Session of the Amer- 
ican Medical Association, Atlantic City, fttne 9-/3. 

1. “The Cow Barn,” pen and ink. Solomon Fineman, 
xVI.D., New York, N. Y. 

2. “Lusk’s Point, New Zealand,” Kodachrome. L. 
Allan Erskine, M.D., Palmerton, Pa. 

3. “Portrait, Dr. H. S. Appell,” oil. J. Louis Jack, 
M.D., New Haven, Conn. 

4. “Miniature Bed,” woodwork. David Rose, M.D., 
Belmont, Mass. 

5. “Spring House,” linoleum block. A. R. Pittman, 
M.D., Trenton, N. J. 

6. “William Ryan,” plaster. Helen Ryan, M.D., 
Philadelphia, Pa. 
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7. “Portrait of Mother," oil. John F. Smith, M.D., 
Los Angeles, Calif, 

8. “Iriterior (of an interior),” drawing. Beatrice Ray* 
montl, M.D., Chicago, 111 . 

9. “Battle Winner,” bronze. Edward G. Deming, 
M.D., West Hartford, Conn. 

10. “Franklin D. Roosevelt,” sculpture. Harry Wein- 
er, M.D., Brooklyn, N. Y. 

11. “Rose Bouquet Afghan,” needlework. Clare K. 
Reese, M.D., Oravilic, Calif. 

12. “Autumn Flowers,” watercolor, A. C. Isham, 
M.D., Pittsburgh, Pa. 

Photographs reproduced by permission of Mead 
Johnson & Co., sponsors of the 
American Physicians Art Association 
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What Other Editors Think 

Editorial Evaluation of Current Contributions To Medical Progress 


MEDICAL GENETICS 

T he recent observance of the looth anniversary 
of the New York Academy of Medicine high- 
lighted anew a problem which has been too long 
neglected, but which is growing rapidly in im- 
portance and cannot be stressed too strongly. The 
need for a thorough training of medical students 
in the principles and practical applications of medi- 
cal genetics is becoming more apparent with each 
new discovery in the field. 

At this gathering Dr. H. J. Muller, who received 
the Nobel Prize in Medicine for 1946, discussed 
the question of the accumulation of mutations in 
human populations, both from natural causes and 
from artificial radiation, including x-rays and the 
emanations from nuclear fission such as those used 
in the atomic bomb. He presented valuable sug- 
gestions for “mutational prophylaxis.” 

Dr. Laurence H. Snyder of the Ohio State Uni- 
versity, in 1940, in the Biggs Lecture on Medical 
Genetics and Public Health, then discussed the 
training of physicians in this field. He pointed out 
that the adequate understanding of Dr. Muller’s 
important presentation, which has a bearing on the 
lives of all of us, is dependent upon a knowledge 
of the basic principles of heredity. Furthermore, 
the physician needs not only a basic acquaintance 
with genetics, but a specialized knowledge of 
medical genetics, because of the very practical 
benefits which this knowledge may bring to the 
practice of medicine. 

Dr. Madge T. Macklin has for years stressed 
at every opportunity the need for medical genetics 
in the medical curriculum. At first only a voice 
crying out in the wilderness, she has been joined 
by a veritable chorus. 

Medical schools are slowly but surely respond- 
ing to this challenge. Fifteen years ago Macklin 
conducted a survey which revealed the fact that 


not a single medical school at that time offered a 
course in medical genetics, and only two schools 
presented any material on the subject in other 
courses. Snyder has also presented the results of a 
similar survey just completed. Today three medi- 
cal schools have required courses in medical genet- 
ics, four have elective courses, and ten more are 
planning to present such courses in the near future. 

In addition, forty-two medical schools actively 
present material on medical genetics in connection 
with didactic or clinical courses. 

This progress is highly commendable, but much 
remains to be done. Every premedical student 
should be required to take a course in the prin- 
ciples of genetics, and every medical student should 
have training in medical genetics and its practical 
applications. Only then will the remarkable strides 
in this medically important science be made func- 
tional and profitable. To those engaged in ob- 
stetric practice, these facts are of particular import. 

American ]ournal of Obstetrics and Gynecology, 
George W. Kosmal{, M.D., Editor, p. jy/, August 
m7- 

ACQUIRED RESISTANCE TO 
ANTIBIOTICS 

I T HAS long been recognized that microorganisms 
may acquire a degree of resistance to a drug as 
a result of exposure to sublethal concentrations, al- 
though originally they were highly sensitive to the 
drug’s action. 

Many highly susceptible species of organisms, 
such as the pneumococcus, the streptococcus and 
the gonococcus, have been found capable of ac- 
quiring such resistance to the sulfonamides. This 
is also true of the antibiotics penicillin and partic- 
ularly streptomycin. 

It is an interesting and practically important fact 


402 



WHAT OTHER EDITORS THINK 


that acquired resistance to either the sulfonamides, 
penicillin, or streptomycin does not affect the origi- 
nal susceptibility of the strain to the other drugs. 
The precise mechanism or site of their action is 
evidently different. 

There are two obvious ways in which a strain 
of organisms might become resistant. Exposure to 
a sublethal concentration of the drug might bring 
about an adaptation as the result of a gradual pro- 
gressive change in the metabolic activities of the 
bacterial population as a whole. This exposure, 
however, might operate by killing or inhibiting 
the growth of the sensitive individuals and permit a 
few initially resistant organisms to outgrow and 
replace the others. The former hypothesis seems 
inherently improbable because of the great rapidity 
with which a strain may become resistant, even 
within twenty-four hours in the case of one H. 
influenzae strain. Recent investigations to deter- 
mine this point have furnished .strong direct evi- 
dence in favor of the latter alternative. 

Alexander and Leidy have reported careful 
studies of 14 strains of Type b Hemophilus influ- 
enzae derived from human infections, with respect 
to their sensitiveness to streptomycin. All the 
strains initially were sensitive to streptomycin, 
growth being inhibited by from i to 13 units per 
cc. of medium when ordinary inocula containing 
from 1 million to 1700 million organisms were 
used. Ten patients recovered under treatment, but 
four did not respond to streptomycin. In three of 
these cases, subsequent culturc.s yielded strains 
which were resistant to this drug, growing well in 
media containing 1000 units per cc. 

They searched for individual organisms which 
were resistant to .streptomycin in 10 of the initial 
(sensitive) strains by inoculating large quantities 
(142 billion to 522 billion organisms) on media 
containing 1000 units of streptomycin per cc. In 
every case a small number of colonies of resistant 
organisms appeared, the* incidence varying from 
about 1:1 billion to 1:14 billion organisms. There 
was no correlation between the relative number 
of resistant organisms foiintl in the original cul- 
tures and the subsequent development of drug- 
resistance during treatment. 

The relative number of colonies of resistant or- 
ganisms seemed to depend priiicip.illy ui>ort the 
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size of the original bacterial population cultured. 
Paiienu with severe infections and relatively large 
numbers of organisms in their tissues would there- 
fore be much more likely than those with milder 
infections to harbor a sufficient number of drug- 
resistant organisms to overgrow the others and 
produce a resistant strain. 

Miller and Bonnhoft have reported similar 
studies of 18 strains of meningococci which were 
sensitive to streptomycin. 

The source of the few initially resistant organ- 
isms in these cultures is a matter of interest. Alex- 
ander and Leidy have advanced evidence to show 
tliat they possess the characteristics of bacterial 
mutants. Thus, there is a marked variation in the 
number of resistant individu.als in different cul- 
tures of the same strain, depending upon how 
early in the growth of the culture the first resistant 
mutants happened to appear. 

The calculated rate’ of occurrence of resistant 
individuals is very low, about 1/20 billion per 
bacterium per bacterial generation, and it was 
relatively constant for the different strains. The 
trail was iransmitted unchanged through many 
generations. Miller and Bonnhoff concur m re- 
garding their variants as mutations. 

Accepting the hypothesis that the resistant or- 
ganisms arc mumnts, this observation may be in 
nan explained by the fact that in well treated pa- 
tients the multiplication of the sensitive organisms 
is promptly stopped and there is a smaller b.ictcrial 
population from which resistant mutants might 
arise. There is reason to believe that the outcome 
depends in part upon the number of such resistant 
organisms present. 

Another point of practical significance is the 
fact that organisms which become resistant to one 
antibiotic retain their original sensitiveness to 
nthers. This makes it rational to administer them 
in combination when it is feasible to do so. I'hc 
few variants of H. influenzae which are resistant 
to streptomycin, c.g., retain their sensitiveness to 
sulfonamides, and there is a better chance of elimi- 
nating the infcaion completely if both drugs arc 
administered. 

Annals of Internal Medicine, Vol. 27, p. 3/7, 
August /947. 



New Drugs 

Information published in this department has been supplied by the manufacturers of the products described 


PROPYL THIOURACIL TABLETS LEDERLE 

PURPOSE AND indications: For the treatment of thy- 
rotoxicosis (Graves disease) both for preoperative 
preparation of patients with hyperthyroidism for 
thyroidectomy, and for medical treatment alone. 
composition: Propyl Thiouracil Tablets Lederle con- 
tain 50 mg. of 6-n-propyl thiouracil per tablet. 
dosage: Initial daily dose of 75 to 300 mg. divided 
into three doses at eight-hour intervals. Severe and 
moderately severe cases in adults usually require 
daily doses of 150 mg. to 300 mg. initially. Less 
severe cases may respond to as little as 75 mg. daily. 
When the patient has responded to treatment the 
daily doses may be reduced to 50 mg. according to 
the individual response. 

cautions: Few toxic side effects have been reported, 
but, like thiouracil, propyl thiouracil is a potent 
drug with potentialities for the same type of reac- 
tions. White blood cell counts, including differen- 
tials, and constant observation of patients are always 
essential. Dermatitis, drug fever, leukopenia, some 
degree of granulocytopenia, and gastrointestinal up- 
sets have been reported in a few cases. 

HOW supplied: In bottles of 100 and 1,000 tablets. 
price: ioo tablets $2.65 list; 1,000 tablets I22.50 list. 
producer; Lederle Laboratories Division American 
Cyanamid Company, Pearl River, New York. 


PENICILLIN CALCIUM BUFFERED TABLETS — 
CUTTER 

purpose: Oral treatment of low grade infection. 

description: Each tablet contains 10,000 units of cal- 
cium penicillin buffered with 0.4 gm. of calcium 
carbonate. They may be stored at room temperature 
for twelve months without any significant loss of 
potency. 

indications for use: They may be used prophylac- 
tically in rheumatic or congenital heart disease when 
tonsillectomy or tooth extraction is planned. In 
pneumococcic, streptococcic and staphylococcic in- 
fections, they are effective used following the acute 
phase, during which penicillin has been administered 
parcnterally. 

HOW supplied: Screw-top bottles of 12 tablets. 

producer: Cutter Laboratories, Berkeley i, Calif. 


CYTORA "ROCHE-ORGANON” 
purpose: a modern hematinic for hypochromic ane- 
mias. 

composition: Each Cytora tablet contains: Folic acid, 
0.75 mg; exsiccated ferrous sulfate, 100 mg; liver 
concentrate (1.20), 150 mg; vitamin C, 25 mg; vita- 
min B,, I mg; vitamin B„, i mg; vitamin B^, 0.5 
mg; niacinamide, 5 mg; calcium pantothenate, i 
mg; plus other factors naturally present in liver 
concentrate. 

description: Cytora supplies iron, folic acid, and other 
dietary factors utilized for erythropoiesis. 
indications for use: Recommended for hypochromic 
anemias: Anemia of blood losses (surgery, peptic 
ulcers, bleeding hemorrhoids, carcinoma of the 
stomach or bowel, ulcerative colitis, tuberculosis, 
hookworm infestation, amebic dysentery and pur- 
pura), nutritional anemia, anemia of pregnancy and 
lactation, anemia in the aged, anemia of hyper- 
menorrhea, anemia of childhood, postinfectious 
anemia, convalescence and general debility. 
dosage: Recommended dose two tablets three times 
a day with or immediately after meals; for main- 
tenance therapy after the blood has been restored to 
normal, two tablets per day. 

HOW supplied: In bottles of 100, 250, and 1,000 tablets. 
producer: Roche-Organon, Inc., Nutley 10, N. J. 

TRI-SULFANYL 

purpose: For treatment in all conditions amenable 
to sulfathiazole, sulfadiazine, or sulfamerazine. 
composition: Three sulfonamides combined. Each 
teaspoonful syrup (5 cc.) or one tablet contains 
7)4 gr. of sulfa compound; sulfathiazole 0.162 gm. 
(2.5 gr.), sulfadiazine 0.162 gm., sulfamerazine 
0.162 gm., all miaocrystalline. In syrup only — 
sodium citrate 5.79 gr. in a pectinized, vanilla fla- 
vored sugar base. This combination reduces danger 
of renal damage to a minimum. 
dosage: Eight tablets or teaspoonfuls of syrup, then 
2 tablets or teaspoonfuls of syrup every four hours. 
HOW supplied: Syrup — 4 oz., 8 oz., 16 oz. 

Tablets — 50, 100, 250, 500, 1000. 
producer: Casimir Fund Laboratories, Inc. (affiliate 
of U. S.' Vitamin Corporation), 250 East 43rd Street, 
New York 17, N. Y. 
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FURACIN SOLUTION IN A LIQUID VEHICLE 

I'URI'ose: An antibacterial agent for use where the 
ointment form is inconvenient or contraindicated — 
chiefly on wet dressings. 

COMPOSITION’: Furacin Solution contains: 

Per Cent 


Furacin (brand of nitrofurazone: 
5-nitro-2-£uraldehyde semicarbazonc) 0.2 

Polyethylene glycol of mon-iso-octyl phenyl 
ether (wetting agent) 0.3 

Carbowax (brand of polyethylene) 65.0 

Water 3i^.5 


description: Yellow liquid with a viscosity twice that 
of water, and slightly hypertonic; stable under all 
usual climatic conditions. Because Furacin is dis- 
colored by light, it is dispensed in amber bottles 
and should not be left in sunlight. It should not be 
placed in metal containers. Furacin Solution has 
the same wide antibacterial spectrum as has Furacin 
Soluble Dressing, affecting many gram-positive and 
gram-negative bacteria found in surface infections. 
INDICATIONS FOR USE: Same as for Furacin Soluble 
Dressing; for infected surface wounds, or for the 
prevention of such infection; infections of second 
and third degree burns; carbuncles and abscesses 
after surgical intervention; infected varicose ulcers; 
infected superfleial ulcers of diabetics; impetigo of 
infants and adults; treatment of skin-graft sites; 
osteomyelitis associated with compound fractures in 
conjunction with indicated surgical intervention; 
secondary infections following dermatophytoses. 
caution: Although no cases of sensitization to Furacin 
Solution have as yet occurred in preliminary studies, 
it is to he expected that such will occur, as with 
Furacin Soluble Dressing— in approximately 4 per 
cent of cases. Furacin is a powerful antibacterial 
agent; it is not a "healing agent.” As.soon as Furacin 
has cleared an infection, it is advisable to use some 
bland preparation until licaling is complete. Long 
continued, daily applications of Furacin may in- 
crease susceptibility to sensitization. 

HOW supplied: Now available to pbannacics and hos- 
pitals for prescriptions, in 4 oz. and one pint bottles, 
at $1.75 and $4.75 resjiectivcly. 
producer: Eaton Laboratories, Inc., Norwich, N. Y. 


STREPTOMYCIN MERCK 

PURPOSE: Streptomycin is an antibacterial agent of low 
toxicity, possessing selective therapeutic activity 
against a variety of jiathogenic organisms. 
description: Streptomycin in dry form m.Ty be stored 
at room temperature, not exceeding 30° C. (86* F.), 
for periods up to one year without significant loss 
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of potency. It should be stored in its original un- 
opened container to prevent contamination and 
deliquescence. 

INDICATIONS FOR USE: For treatment of infections due 
to susceptible gram-negative organisms. 

DOSAGE AND METHOD OF ADMINISTRATION: At pfCScnt, 

the three most common methods of administering 
streptomycin arc subcutaneously, intramuscularly, 
and inlrathecally. Dosage requirements vary with 
the sensitivity of the pathogen to the drug, the 
severity and location of the infection, and the pres- 
ence of bacteremia. 

cautions; Streptomycin is not to be regarded as a sub- 
stitute for adequate surgical drainage or for the use 
of other therapeutic agents whose value in a given 
disease lias been established. 

HOW supplied: As the hydrochloride in rubber-stop- 
pered, aluminum-capped vials. Since the total 
weight of the powder in the vial exceeds the amount 
of streptomycin base stated on the label it is recom- 
mended that the entire content of the vial be dis- 
solved in a known volume of a suitable solvent, 
such as sterile, pyrogcn-frec distilled water or physi- 
ologic saline solution, and that an aliquot of this 
solution containing the desired dose Ik used for 
administration or for the preparation of more dilute 
solutions. Only clear solutions, free from undissoivcd 
particles, should be used parcnierally or intrnthecally. 

producer: Merck & Co., Inc., Rahway, N. ]. 


LIQUOID MER-DIAZINE 

purpose: Chemotherapeutic agent against infections: 
prophylaaic in wound infections, compound frac- 
tures, burns, etc., to supplement local therapy. 

composition: A palatable homogenized suspension 
containing per fluid ounce: 

Sulfamerazinc 1.5 gm. Sulfadiazine 1.5 gm. 

INDICATIONS FOR USE! Infcciions couscd l)y hemolytic 
streptococcus, pneumococcus, staphylococcus, menin- 
gococcus, gonococcus, Fricdlaiidcr’s bacillus, gas 
bacillus, aerobacter acrogenes, and other non-specific 
organisms causing urinary tract infections. 

dosage and method of administration; Cliildrcn (up 
to 120 lbs, in weight)— 30 mg. total sulfonamides 
per pound of body* weight in 24 hours, divided 
into 6 equal doses. Adults — Initial 3-4 gm. dose, 
followed by i gm. every 6-8 hours thereafter, until 
temperature has remained normal for 48 to 72 
hours. In very severe infections, the dos.igc may he 
increased per cent. 

cAimoNs: Constant observation for toxic reactions is 
essenpal. 

HOW supplied: Bottles of 4 fluid ounces ami one pint. 

producer: McNeil Dihoraiorics. Inc., Philadelphia 
32, Pa. 


After Hours 

POSTGRADUATE ACTIVITIES BEFORE AND AFTER KELLOGG 


The conference of Graduate and 
Postgraduate Medical Education 
held in the Rackham Building, 
University of Michigan, early in 
the summer, was a great success. 

Deans of medical schools and 
directors of the services at the Uni- 
versities of New York, Duke, Min- 
nesota, Columbia, Emory, George 
Washington, Colorado, Iowa, 
Michigan, Meharry, Washington, 
Cornell, Oregon, Illinois, Tufts, 
and Virginia were called together 
by Benjamin Horning of the W. 
K. Kellogg Foundation. These in- 
stitutions were recipients of grants 
from the Foundation for the pur- 
pose of developing or strengthen- 
ing their graduate and their post- 
graduate programs. 

Moderators of the sessions were 
Harold S. Diehl (Minnesota), A. 
C. Furstenberg (Michigan), /o- 
seph C. Hinsey (Cornell), Currier 
McEwen (New York University), 
Howard H. Cummings (Michi- 
gan), and Samuel Proger (Tufts). 
Each school reviewed its graduate 
and postgraduate activities before 
and after Kellogg. 

Special discussion subjects were: 
(i) The Graduate Training and 
Continued Education of the Gen- 
eral Practitioner, (2) The Teach- 
ing of the Basic Sciences at the 
Graduate Level, and (3) Regional- 
ization of Medical Education. 

The directors of the services 
learned that they had a great deal 
in common when they started dis- 
cussing the merits and demerits 
of their programs, while the deans 
and others discussed the subject 
from the administrators’ stand- 
point. 


On the second evening we were 
royally entertained by the Michi- 
gan group. Following this there 
was a dinner at which Salvador 
Zubiran, Rector of the National 
University of Mexico, spoke. He 
gave us an insight into Mexican 
University life and his proposed 
expansion program. Unique indeed 
was the manner of arranging the 
buildings, and their purposes. 
There was to be a covered walk 
for students and a large stadium 
for athletics. 

We also saw the Navy film on 
the Bikini party which was noisy 
and colorful. The possibilities of 
atomic warfare were explained by 
Dean Sawyer of the graduate 
school. 

A splendid gesture was extended 
by the W. K. Kellogg Foundation 
in inviting Lester J. Evans of the 
Commonwealth Fund to take part 
in the discussion. There was a great 
deal of debate on the basic sciences. 

. . . C. E. de la Chapelle gave a 
dynamic description of New York 
University’s fine plan. . . . Wilbuh 
C. Davison who sounds like Orson 
Welles and looks like a character 
in a detective story (minus the 
peaked fore and aft hat), ex- 
plained Duke’s plans. Well known 
author of the Compleat Pediatri- 
cian, he is a stimulating person. 
He told me he wrote the book 
from the notes which he compiled 
as a student and later as a physi- 
cian. He published his own book 
when he learned what the terms of 
the book publishers were to be. 

He has a standing offer of a 
dime for every error found by 
students. As a result it has fewer 


errors than many textbooks. A stu- 
dent who wishes to take his girl 
to the movies, reads the book until 
he has found the proper number 
of errors and then collects. 

Columbia’s Assistant Dean, John 
B. Trttslow, gave a scholarly re- 
port of their program. . .' . Hugh 
Wood of Emory won many to his 
side when he doubted that a re- 
cent graduate who has only had 
three years of training in internal 
medicine could act as a consultant. 
He also felt that the men who are 
now receiving advanced training 
in internal medicine were going to 
make the best type of general fam- 
ily physician in the future. 

Scholarly, quiet, dignified Wal- 
ter A. Bloedorn told of the exten- 
sive program George Washington 
is developing. . . , Ward Darley is 
leading Colorado into new areas 
of expansion by cooperating with 
all e.xisting agencies in the state. 
He came out of practice to take 
over the deanship and is doing a 
spectacular job. 

C. F. Wilhinson, Jr., with his 
Atlanta accent, told of Michigan s 
plan of cooperating with smaller 
liospitals throughout the state in 
establishing training programs for 
residents. . , . Murray C. Brown 
gave us a real background picture 
of the Negro and his problems and 
pleaded for support for his group. 

. . . Handsome, energetic Thomas 
M. Peery is the sparkplug in the 
George Washington program. . • • 
Careful, meticulous John E. De- 
triclpis doing a finished job at Cor- 
nell. . . . Charles M. Holman, a 
most promising young man, told 
of Oregon’s fine program. 



Common Misconceptions in Regard 
to Dermatology 


MARION B. SULZBERGER 

NEW VORK CITY 


I T IS understandable, and perhaps inevitable, 
that a specialist should appreciate and ap- 
praise his particular field more highly than 
any other medical man. 1 believe, however, that 
when it comes to dermatology, the gap between 
the appraisal o£ the specialist and the opinions 
of others is much wider than usual, and that 
the reasons for this divergence of opinion merit 
and require some explanation. I hope that this 
paper may lead some of you to revaluate the 
factual basis for your concepts concerning 
dermatology. 

No one can deny the importance of skin dis- 
eases as leading causes of sickness and disability. 
This is clear, for wherever dependable figures 
are available, for example, in the armed forces, 
they show that well over to per cent of all dis- 
ability is due to skin diseases; also, in civilian 
medicine, there are the generally accepted fig- 
ures showing that from 6o per cent to 8o per 
cent of compensable occupational disease is skin 
disease. The latest statistics available in New 
York State (e.xclusive of New York City) show 
that, out of a total of some 13,000 registered 
cases of cancer, slightly more than 1,500 were 
cancers of the skin and lip. Moreover, very few 
people seem to be aware of the fact that skin 

From ihc New York Skin anti Cancer Unit, New York 
PosiRraclualc Medical School and Hospital. 

Read before the Section on tlio General Practice of Medi< 
cine, American Medical Aixociation. June, 1947. 


cancers cause more deaths than, for example, 
cancer of the brain. 

But I believe that the poor estimation of 
dermatology, which prevails in many quarters, 
is based not so much on failure to recognize 
high incidence of skin diseases, but rather upon 
more fundamental misconceptions regarding 
the problems and contributions of dermatology. 


NO.MENCLATURE 

Dermatologists often hear such remarks as, 
“You use such strange and foreign-sounding 
names,” or, “You use so many eponyms." Most 
non-dermatologists apparently think that our 
nomenclature is full of superfluous adjectives, 
which arc intended to obscure rather tlian to 
clarify, and that dermatologists would rather 
give cumbersome names than study the basic 
mechanisms of the disease. 

Admittedly, notliing can be more irritating 
than the needless use of foreign-sounding 
phrases which are meaningless to many a lis- 
tener, and which connote an assumption of 
superiority on the part of the speaker. Is it true 
that dermatologists are guilty of this practice,' 

The skin is a large organ — indeed, the largest 
organ — with many complex structures and 
complicated functions. It is exposed to every 
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influence coming from within and from with- 
out. It is only natural that the patliologic 
changes, caused by varying exogenous and en- 
dogenous agents acting upon the delicately ad- 
justed cutaneous structures, should give rise to 
a great variety of distinctive pictures of disease. 
Furthermore, in contrast to every other organ, 
die tissues and specialized structures of the skin 
are spread over the surface and are entirely 
accessible to the observer’s vision, touch, and 
other senses. Perhaps if the liver were as acces- 
sible to exact observation and description, there 
might be as many recognized forms of hepatitis 
as diere now are of dermatitis. But despite these 
obvious reasons for a richer descriptive termi- 
nology, I do not think that dermatologic 
nomenclature is much more detailed dian tliat 
of other specialties or of medicine in general. 

For every long or eponymic name of a skin 
disease, I think I could supply one or two simi- 
larly constructed terms for some other disease. 
Admittedly, “xeroderma pigmentosum,” “pur- 
pura annularis telangiectodes,” “Schamberg’s 
disease,” and “Majocchi’s disease” sound for- 
midable. But what of “retinitis pigmentosa,” 
“subacute abacterial endocarditis,” “Hand- 
Schiiller-Christian’s disease,” “postencephalitic 
Parkinsonian syndrome,” “Landouzy-Dejerine’s 
fascioscapulo humeral atrophy,” and “Osler- 
Weber-Rendu-Goldstein familial hereditary 
telangiectasia”? — to mention only a few. 

Why is it, then, that dermatologic terms seem 
especially strange and complicated to physicians 
outside the specialty? In my opinion, the pres- 
ent system of teaching medicine is, to a large 
extent, at fault. From the very beginning the 
medical student is made acquainted with a 
wealth of terms of general medicine, so that 
such names as “Hand-Schiiller-Christian’s dis- 
ease” and “Duchenne-Erbs paralysis” become 
the familiar objects of his world — of his talking, 
writing, Blinking, and dreaming. Not so with 
poor, neglected “dermatitis exfoliativa” or 
“purpura telangiectodes,” which are suddenly 
dirust upon him for an hour or two for a few 
weeks during his overcrowded third or fourth 
year. His overburdened mind and bursting 
vocabulary are inclined to reject the additional 
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burden. And throughout his life, on the rare 
occasions on which he is compelled to read or 
hear these dermatologic terms, the physician 
continues to regard them as strange cacopho- 
nies, and is inclined to suspect the man who 
uses such fancy language of a desire to impress, 
or even to confuse in order to hide his igno- 
rance of his field. 

The only remedy I can see for this situation 
is the introduction of dermatologic diseases 
from the very beginning of tlie medical curricu- 
lum and the proper integration of instruction in 
dermatology with that in odier fields of medi- 
cine. If this were done, not only would there 
be the advantage of making dermatologic 
nomenclature familiar to the student, but also 
it would soon be found that diseases of tlie skin 
have their proper place as introductory to the 
study of medicine, and offer unparalleled op- 
portunities for teaching basic medical sciences 
— the bacteriology, immunology, pathology, 
biophysics, and biochemistry of disease, and the 
mechanisms of therapy and healing. 
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METHODS OE TREATMENT AND RESULTS 

Even more important than the misconcep- 
tions regarding dermatologic terminology is 
the widespread belief that treatment of skin 
diseases has less scientific foundation and is less 
satisfactory tlian the treatment of diseases of 
other organs. 

If the accusation “unscientific” is meant to 
indicate that dermatologists do not know the 
exact manner in which most of their common 
remedies exert their beneficial effects, then der- 
matology is no more and no less guilty than 
any other branch of medicine. Does the cardi- 
ologist who uses digitalis know the precise 
manner in which the conductivity of the heart 
is reduced by this drug, any more than the 
dermatologist understands just how sulfur c.x- 
crts its beneficial effects in seborrheic dermatitis 
or acne.? And the discovery and understanding 
of the antibacterial action of penicillin are on 
precisely the same scientific level as die discov- 
ery and comprehension of the antieczematous 
effects of coal tar. Just as a wide-awake and 
well-trained Fleming happened to note the in- 
hibition of bacterial growtli in the vicinity of 
the contaminating colony of penicillium, so did 
Dinde, in Lausanne, happen to note that his 
dog’s eczema cleared up promptly after the ani- 
mal had rolled in a puddle of coal tar at the 
edge of the road. And ever since, dermatolo- 
gists have been studying the action of tar — 
fractionating, analyzing, and modifying its in- 
gredients, just as others in medicine have been 
studying, analyzing, and modifying die c.xtracts 
known as penicillin. As I see it, there can be no 
doubt that the dermatologic use of common 
remedies — sulfur, mercurials, resorcinol, ar- 
senic, menthol, and others — is, in point of scien- 
tific foundation, wholly parallel to the use of 
quinine in malaria, of salicylates in headaches 
and fever, of morphine, bromides, and so on. 
In short, when one really compares the dicra- 
peutic armamentarium of the dermatologist 
with that of his colleagues, the one appears no 
whit more scientific than the other. 

If the criticism “unscientific” is leveled, not 
at the general knowledge and basis of therapy, 
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but at the manner in which the individual prac- 
titioner selects and uses the available measures 
in a given case, then I conclude that diis criti- 
cism is peculiarly unjust when applied to a 
competent dermatologist. For, as a natural con- 
sequence of the extraordinary accessibility of 
the lesions, the dermatologist is able to employ 
a most carefully controlled and scientific form 
of dierapy. First of all, his therapy is exquisitely 
eclectic, employing everything diat is known 
and available in medicine and surgery. Derma- 
tology makes use of virtually every modern 
systemic form of medication and of every tech- 
nic of surgery and electrosurgery, as well as of 
physical agents such as cold, heat, roentgen 
rays, radium, and products of atomic fission. 
In addition to all these implements of general 
medicine and surgery, the dermatologist can 
avail himself of a highly specialized, but gen- 
erally precise, system of local treatment. The 
active ingredients of his external remedies arc 
chosen on the basis of years, decades, and often 
centuries of testing their elTectivcness in a given 
condition. The concentrations and quantities 
of the ingredients are carefully adjusted to the 
requirements and tolerances of tlie particular 
site and patient. And the combinations of in- 
gredients and vehicles are selected to produce 
maximal therapeutic effects and minimal side- 
effects, as well as the required rate and depth of 
penetration, speed and persistency of action, 
and ease and feasibility of employment. 

M ore than any other specialist, the derma- 
tologist is dependent upon the patient’s 
cooperation as executor of the prescribed treat- 
ment. Therefore, having prescribed a scientifi- 
cally compounded remedy, the well-trained 
dermatologist — fully aware of the projicrtics 
and purposes of each ingredient, its color, con- 
sistency, odor, solubilities, physical and chemi- 
cal action — proceeds to enlighten the patient, 
teaching him how the remedy is to be applied 
and removed, and explaining what effects and 
possible side-effects may be encountered. Then, 
at appropriate intervals, both physician and 
patient observe the remedy’s effects, possibly in 
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a comparative fashion by contrasting the results 
achieved with those produced by other remedies 
on similar lesions in other areas. When indi- 
cated, the physician changes the nature or con- 
centrations of the active ingredients and of the 
vehicle, and modifies his prescription in the 
direction suggested by the effects observed. 

I submit to you that die foregoing is a true 
description of the procedures followed by the 
competent dermatologist, and that it constitutes 
a therapeutic approach which is well founded 
on experience, reason and science. 

Why, then, does the non-dermatologist so 
commonly believe that dermatologic methods 
of treatment are unscientific and unsatisfac- 
tory .? It seems to me diat some, perhaps a good 
deal, of this prejudice has origins similar to 
those which I described in connection with the 
matter of nomenclature. The medical student 
and the young physician receives painstaking 
instruction in the therapy of diseases of organs 
other than the skin. From the beginning he 
learns die names, pharmacology, and toxicol- 
ogy of the common drugs, and writes them 
down in prescriptions, and studies the theory 
and practice of their use, until at last the phar- 
macopoeia of general medicine becomes second 
nature to the average physician. Not so with 
dermatologic therapy, a “new” therapy, often 
thrust upon the student without the stimulating 
associations of historical development, pharma- 
cologic experiments, or repeated practical ex- 
periences. It is not astonishing, therefore, that 
most physicians throughout their careers reject 
this inadequately presented form of therapy as 
unwelcome and, in addition, entirely without 
scientific foundation. 

Your next question may well be — ^if derma- 
tologic therapy is so well founded, and the 
dermatologic lesions are so accessible — why is 
it that so many physicians and laymen believe 
diat the results achieved by the skin specialist 
are, on die whole, unsatisfactory .f* Every one of 
us has heard the excruciatingly amusing epi- 
gram, “Your patients never die, and never get 
well,” which helps the misconception along. 

I have been thinking about this whole ques- 
tion for some time, and am inclined to believe 


tliat this misconception is due essentially to the 
following reasons. Since the beginning of the 
era of modern immunology, bacteriology, and 
chemotherapy, the understanding and manage- 
ment of disease have advanced af breath-taking 
speed. Somewhat dazzled by the brilliance of 
the actual achievements, and more confused by 
the high-pressure public relations work on be- 
half of daily medical “discoveries,” a large seg- 
ment of both the medical and lay public has 
been inclined to lose sight of the still un- 
plumbed deptlis of medical ignorance. For, de- 
spite the incalculable progress of recent years, 
many of the most important ills of man are still 
clothed in mystery, and are inaccessible to 
any known therapy. To name only a few — the 
common cold, most headaches, most kinds of 
heart trouble, hypertension, many arthritides, 
kidney diseases, blood dyscrasias, cancers. 

N eedless to say, dermatology also has its 
quota of incurable and even unmanageable 
diseases, for the skin is a living structure, fully 
as delicate in its mechanisms and as manifold 
and mysterious in its processes as the brain or 
kidney or any other organ. However, when tlie 
skin is affected by a disease for which medical 
science has found a promising therapeutic ap- 
proach, that form of skin disease will usually 
be more readily manageable than if tlie identi- 
cal affection were seated in some other organ. 
Tuberculosis of the skin is, as a rule, more 
readily cured than is, for example, tuberculosis 
of the genitourinary tract or lungs; the same 
is true of such diverse conditions as many types 
of tumors, staphylococcic, streptococcic, and 
virus infections, and so on. Thus it must become 
quite apparent to all who care to examine the 
question that the prognosis for skin diseases and 
their response to modern therapy are, by and 
large, somewhat better than in other diseases. 
This should be construed not as a particular 
feather in the cap of the dermatologist, but 
rather as the natural consequence of his good 
fortune in possessing superior opportunities for 
earlier and more accurate diagnosis and for 
more direct application of scientific treatment. 
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As I sec it, dermatology has acquired its un- 
enviable reputation for therapeutic disappoint- 
ments largely because of two factors — first, due 
to the inordinately high hopefulness and the 
expectancy of cure — on the part of both physi- 
cian and patient — where skin diseases are con- 
cerned ; and, secondly, die extraordinary degree 
of anguish which every human being ex- 
periences whenever his ego is attacked by per- 
sonal disfigurement. The expectancy of cure 
is too high because skin lesions are often with- 
out danger, and are therefore often regarded as 
insignificant; and also because these lesions, 
being open to direct therapeutic applications, 
are expected to yield to treatment easily. 

A PATIENT with heart disease or kidney dis- 
ease or hypertension does not, usually, ex- 
pect a cure when he goes to his physician. And 
this patient will hardly blame his doctor or the 
science of medicine merely because the exact 
cause of his trouble is unknown, or because an 
immediate and permanent cure is not fordicom- 
ing. But the patient afflicted with chronic ecze- 
ma of the hands or scaly patches of psoriasis is 
likely to be shocked when told that the cause of 
his trouble remains a mystery, and is inclined to 
be despondent, not say indignant, when a rapid 
and lasting cure cannot be promised. The in- 
dividual suffering from diabetes, high blood 
pressure or some disease of the heart, kidney, 
liver, stomach, or joints will, as a rule, expect 
to “treat” the condition, and will resignedly 
follow a strict regimen in order to remain com- 
fortable and to condnue to live. The usual pa- 
tient of this kind has heard that his baffling 
disease is being studied by scientists all over the 
world; that great men, famous institutions, and 
prodigious sums are concentrated on a solution 
of his problems, but that nothing like a cure is 
as yet available. 

But the patient with lupus erythematosus or 
psoriasis or chronic eczema has a different at- 
titude. More often than not, this patient informs 
the skin specialist that a prompt and permanent 
cure is expected. He simply cannot believe that 
such a thing as a skin disease. should constitute 
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a baffling problem. He chafes at the endless 
continuation of palliative measures. Soon he 
openly resents the fact that no specific relief 
is forthcoming; and, in his disappointment, he 
arrives at the conclusion diat dermatologists are 
less competent than other practitioners of the 
healing art, and that dermatology is less ad- 
vanced than other branches of medical science. 
Though unfounded, his conclusion is quite 
comprehensible, and receives some support 
from the fact that neither the press nor the 
radio tells him of an army of men and an 
array of institutions working towards the solu- 
tion of his skin problems. 

Nor can the dermatologic patient very well 
console himself with a false idea of a cure 
or of impros'ement. It is only too easy for him 
to see that those lumps on the end of his nose 
are still there, or that the redness and scaling 
are just about as they were a week ago. And he 
would hardly be consoled if he were somehow 
able to see that his neighbor’s hobnail liver was 
as lumpy as ever, despite years of the best spe- 
cialistic care; or that the atheromatous patches 
in his boss’s aorta had grown larger, despite 
years of a rigid regimen and everything diat 
money could buy in medical treatment. 


CONTRIBUTIONS TO MEDICAL SCIENCE 

Some of my remarks concerning dermato- 
logic nomenclature and topical therapy may 
have served only to strengthen your impression 
that dermatology is a strange and remote spe- 
cialty, and that the dermatologist thrives in a 
rarefied atmosphere, separated by airtight parti- 
tions from the rest of the profession. But, of 
course, this is by no means the case. And 1 
should like to remind you once again that der- 
matologic diagnosis and therapy must constant- 
ly avail tliemselves of every modern approach 
known to medicine and surgery. 

More important still, any serious attention to 
the question will reveal that studies of the skin 
and its reactions have contributed substantially 
to the discoveries and advances made in medi- 
ctne as a whole. Examples come crowding to 
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my mind from every field of medical endeavor. 
In cancer and carcinogenesis, the most fruitful 
modern approaches stemmed from the recog- 
nition of the causes of such skjn tumors as ar- 
senical cancers, chimney-sweeps’ cancer, cancers 
due to dyes such as aniline and scarlet red or 
their contaminants, cancers due to trauma, to 
burns, light, roentgen rays, and radium. Also, 
the research work of the Japanese, and of Br. 
Bloch and the Swiss school with experimental 
tar cancers of the skin of mice, led to Br. Bloch’s 
discovery and separation of the individual car- 
cinogenic fractions of tar distillates; this devel- 
opment, together with subsequent isolation by 
Cooke of modern chemical carcinogens, 
dibenzanthracene and methyl-cholanthrene, 
ushered in the new era of experimentation with 
carcinogens, including the use of the 17-keto- 
steroid compounds. 

I N THE domain of infections, too, derma- 
tologic research has often led the way. Let me 
only recall that the dermatologist Neisser dis- 
covered the gonococcus; that the dermatologist 
Hoffman, together with Schaudinn, discovered 
the spirochete of syphilis; and that, of course, 
many of the dyes and many staining methods 
and culture media still used were also intro- 
duced by dermatologists (Neisser’s bacterio- 
logic stains, Unna-Pappenheim’s histochemical 
stains, Sabouraud’s mycologic media, etc.). The 
immunology of infections owes much of its 
scientific foundation to observations of the 
skin’s resistance or susceptibility to infections 
and reinfections, and to intracutaneous injec- 
tions of extracts of micro-organisms. Jenner’s 
epoch-making discovery of smallpox vaccina- 
tion (1798); Koch’s “fundamental experiment” 
and observations of tuberculin skin reactions; 
Schick’s magnificent contribution of the toxin 
skin test and diphtheria immunization, and the 
recognition of the role of hypersensitivity in 
asdima and hayfever and hives; and Wilhelm 
Frei’s clarification of the entire picture of that 
protean disease known as lymphogranuloma 
venereum— these are only a few of the better 
known examples. Less well known are the der- 


matologic studies in tuberculids and tricho- 
phytids, and in the chemistry and immunology 
of tuberculins and trichophytins; we must not 
forget the early recognition of the immunologic 
role of the polysaccharide fraction (Bloch, 
Labouchere and Schaaf, 1924). 

It is also evident that few outside of the spe- 
cialty realize that dermatologists were among 
the first to pay much attention to the concept 
of disease due to foci of infection. Let me re- 
mind you that it was the research work of 
Darier in tuberculids and with tuberculin, and 
of J. Jadassohn in trichophytids and with 
trichophytin, which introduced the concept of 
tlie role of foci of infection, and established the 
allergic nature of many disease processes due to 
dissemination of infectious agents and their 
products emanating from a distant focus. 

From Jenner and Koch to Frei, Schick, 
Schwartzman and Rous, the use of the skin as 
a test-tissue in studying the effects of infection 
and reinfection, and of the introduction of 
products of micro-organisms and virus, has 
served to secure the very foundations of our 
present knowledge concerning susceptibility 
and resistance to infectious disease. Thus, the 
study of skin reactions and the observations of 
dermatologists generally have not only made 
contributions to our understanding of immu- 
nology in infections but to the study of im- 
munology as a whole. 

Drug reactions, those common and most in- 
structive forms of disease, are now beginning 
to receive their merited attention from the pro- 
fession as a whole, thanks to the widespread use 
of the sulfonamides and penicillin. Yet almost 
every known form of reaction to drugs had 
been not only recognized but accurately de- 
scribed and intensively studied by dermatolo- 
gists for a long time. Indeed, little has been 
added to the basic knowledge of drug reactions, 
as set forth in the dermatologic literature be- 
fore the turn of the century (e.g.. Price Mor- 
row’s monograph and J. Jadassohn’s masterly 
expositions, in 1895).* 

•See for example “A contribution to the stud}' of dernia- 
toses produced by drugs,” Selected Essays and Monographs. 
London: the New Sydenham Society, 170:205, 1900. 
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In the general sphere of sensitization to sim- 
ple chemical compounds, dermatologists have 
preceded all others, both clinically and experi- 
mentally. Dermatologic investigation of skin 
sensitization by such chemicals as mercurials, 
arsenicals, bromides, iodides, phenolphthalein, 
paraphenylendiamine, azo dyes, and local anes- 
thetics, has supplied countless clarifying facts 
and concepts; and the first use of simple chemi- 
cals in producing sensitization in laboratory 
animals must be credited to the dermatologic 
studies of J. Jadassohn and his school, of Wil- 
helm Frei and co-workers ■(arsphenamines), R. 
L. Mayer (paraphenylendiamine), and W. 
Jadassohn (phenylhydrazine). These studies 
paved tlie way for the splendid achievements of 
K. Landsteiner, Merrill Chase, and others. 

1 cannot recite the many other pertinent ex- 
amples. In whatever direction one looks, one 
will see — provided one is willing to see — the 
scientific facts gleaned through the study of the 
skin. Unna’s gigantic contributions to the bud- 
ding science of histochemistry, Bloch’s very 



early recognition of die role of enzymes in die 
human tissues (dopa-oxidase and melanin for- 
mation), the exemplary studies of Sir Thomas 
Lewis and his school, and of Landis and others 
on the minute blood vessels of the skin and on 
histamine and histamine-like effects; and now 
the work on the “anti-histamine” drugs, the 
studies of cutaneous water-metabolism, heat 
regulation, secretory functions, self-sterilizing 
powers, responses to psychogenic stimuli — 
diese arc but a few more examples of the real 
and intimate connection between studies of die 
dermatologist's organ and the advancement of 
general medical and scientific knowledge. 

In short, dermatology — that ugly duckling of 
American medicine — has contributed its full 
share toward the advancement of knowledge. 
And it is now in a position to make further 
great contributions, provided its vast potentiali- 
ties are recognized and its unique opportunities 
fully employed. To paraphrase again, I should 
like to say for American dermatologists, "Give 
us the facilities, and we will do the job.” 


EARLY RADIOGRAPHY 

Surgeons, hampered in the use of the x-ray in pri- 
vate houses, where there was no electric power, de- 
vised the scheme of obtaining their power from the 
storage batteries of their automobiles. Tiie wires were 
carried directly from the automobile in the street to 
the patient’s room. 
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Pancreatic Fistula Following Surgery 
of Pancreatic Cyst 

REPORT OF A CASE TREATED BY 
PANCREATOJEJUNOSTOMY 

M. A. MICHAEL AND T. V. FRANK . 

VETERANS ADMINISTRATION HOSPITAL, BUTLER, PENNSYLVANIA 


B ecause of the relative rarity of pancre- 
atic cysts, the subject has merited only an 
occasional reference in the literature and 
scant attention in the textbooks. Congenital 
cystic disease of the pancreas is an uncommon 
pediatric entity of unknown etiology. Reten- 
tion cysts of the pancreas may be due to either 
an obstruction of the duct or compression on 
a duct from without. Cystic neoplasms may be 
congenital or acquired, and include the der- 
moids, teratomas, cystadenomas, and epithe- 
liomas. Pseudocysts resulting from necrosis or 
interglandular hemorrhage can also occur. 
Pancreatic duct obstruction and trauma have 
been listed frequently as aggravating factors in 
the production of pancreatic cysts. Many physi- 
cians consider an associated and pre-existing 
pancreatitis as an etiologic agent. 

The treatment of pancreatic cysts is surgical 
and depends largely upon the degree of adher- 
ence of tire cyst wall to adjacent vital structures. 
Ideally, complete excision is the method of 
choice. If this is not feasible, however, either 
drainage with marsupialization or, as has been 
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recently advocated,^ an immediate anastomosis 
of the cyst to a portion of the small bowel must 
be performed. 

Not infrequently a pancreatic fistula devel- 
ops as a postoperative complication following 
marsupialization of the cyst. With the estab- 
lishment of a persistent fistula, a gradual phys- 
iologic imbalance soon becomes evident. Very 
detailed observations on tlie flow of pancreatic 
juices from pancreatic fistulas have been made 
by Wiper and Miller.^“ They correlated an in- 
crease in the plasma proteins, hematocrit and 
hemoglobin with dehydration and a corre- 
sponding loss of chlorides and sodium. Zinnin- 
ger observed a reduced blood count and also 
a lowered plasma protein level in the one case 
of pancreatic fistula he reported.^® 

Various attempts have been made to reduce 
the amount of drainage from an exteriorized 
pancreatic sinus. Comfort and Priestley found 
that a high-fat, high-protein, low-carbohydrate 
diet markedly reduced the flow.” X-ray tlierapyj, 
sclerosing solutions, and curettage have all 
been tried with varying degrees of success. 
Correction of the fluid and electrolyte balance, 
transfusions to combat the anemia, and sup- 
plemental protein therapy all tends to restore 
the patient to an optimum physical state and 
to encourage closure of the sinus tract. 
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Surgical intervention for persistent pancrea- 
tic fistulas following pancreatic cysts is a rela- 
tively uncommon procedure. Of the 26 cases 
reported in the literature in tlie last decade 
(see all references except 2 and 15), 13 closed 
spontaneously; this is probably the most com- 
mon result when ideal conditions for healing 
exist. One case was operated on a second time 
and the sinus tract completely resected; tech- 
nically, this procedure is a difficult one and has 
generally been unsuccessful. Four cases were 
reported cured with an anastomosis to die 
stomach. Here, die question has been advanced 
as to whether or not it is advisable to trans- 
plant a draining pancreatic sinus into the stom- 
ach since the glandular ferments are thereby 
lost in the lowered gastric pH. Especially 
would this be true if die sinus drained from the 
head or body, or both, of the pancreas. 

Kirschner,” as early as 1929, reported a suc- 
cessful pancreatoduodenostomy for persistent 
pancreatic fistula. In 1937 the details of pan- 
creatojejunostomy were described, and since 
then, this procedure has been commonly em- 
ployed.’" If the sinus tr.ict has a small opening, 
a purse-string type of implantation is done; if 
die tract has a wide opening, an end-to-side 
anastomosis is recommended.’ The important 
complication of pancreatojejunostomy is ob- 
struction of the implanted tract with reforma- 
tion of the cyst. 

CASE REPORT 

A white male, 52 years old, was admitted 
on January 22, 1947, because of a pancreatic 
fistula which had been present for the pre- 
ceding eight months. Two years before his 
admission he first had had attacks of abdomi- 
nal pain, for which he was hospitalized in Feb- 
ruary, 1945, and put under observation, but no 
treatment was started. Because of continuous 
pain and the presence of an abdominal mass, he 
was again hospitalized in May, 1946, and an 
exploratory operation was performed. A large 
pancreatic cyst was encountered near the head 
of the pancreas; this was drained and mar- 
supialized. Several months later a catheter was 
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inserted into tlie fistulous tract to facilitate 
drainage; this was still in place at the time of 
admission to diis hospital. 

The patient remained relatively asympto- 
matic, except for the constant daily drainage 
of approximately 200 cc. of clear, colorless 
fluid from the sinus opening. There was little 
or no excoriation of the surrounding skin. 
Bowel movements were frequent (4 or 5 a 
day) and were described as frothy in nature. 
Laboratory examinations revealed a hemoglo- 
bin of 85 per cent with 3,950,000 red blood 
cells and 8,000 leucocytes, with a relative 
lymphocytosis. The scrum amylase was re- 
ported as 98 units. Total plasma proteins were 
given as 5.02; blood chlorides as 450 mg. per 
cent. An analysis of the drainage revealed a 
predominant presence of amylase to the extent 
of 200 mg. per cent. 

A lipiodal injection of the sinus tract showed 
that it proceeded rather irregularly from the 
anterior .abdominal wall to within 4 cm. of 
die anterior vertebral margin. The patient was 
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Spontaneous Rupture of the Esophagus 

REPORT OF A CASE WITH IMMEDIATE DIAGNOSIS 
AND SUCCESSFUL SURGICAL REPAIR 

ARTHUR M. OLSEN AND O. THERON CLAGETT* 

MAYO CLINIC, ROCHESTER, MINNESOTA 


S pontaneous perforation of the normal 
esophagus is a rare event. Approximately 
6o cases have been recorded in medical 
literature. Ante-mortem diagnoses have been 
made 14 times, and most of these diagnoses 
were made in those instances in which the 
patients survived the first few hours after the 
onset of the illness. Spontaneous rupture of the 
esophagus is such a dire catastrophe that very 
few of the patients have lived more than forty- 
eight hours. In only three instances has the 
diagnosis been made sufficiently early to permit 
surgical exploration of the thorax with repair 
of the torn esophagus. The patients reported by 
Collis and his associates and by Foggitt lived 
for only a few hours after operation. Kinsella’s 
patient seemed to be well on die road to 
recovery when he succumbed to a pulmonary 
embolus on his eighth postoperative day. Four 
instances of survival after spontaneous rupture 
of the esophagus are recorded, and three of 
these were late cases in which recovery fol- 
lowed drainage of empyema and subsequent 
sealing off of the esophageal fistula. A very brief 
account of the foiirdi case was given by Cum- 
mings. The patient was a man 50 years of age 
with subcutaneous emphysema and bilateral 
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hydropneumothorax. He was operated on by 
Dr. Overholt of Boston several days after the 
esophagus liad ruptured. Cummings stated that 
the patient recovered. 

The case here presented is of unusual interest. 
We were able to observe the dramatic sequence 
of events which characterizes a spontaneous 
rupture of die esophagus. To our knowledge 
this is the only reported case of true spontaneous 
perforation of the esophagus in which an im- 
mediate diagnosis was followed by successful 
transthoracic repair of the torn esophagus with 
recovery of the patient. 

REPORT OF CASE 

A white man, aged 39 years, became acutely 
ill on May ty, 1947. For fortj'-cight hours prior 
to the onset of this illness he had been drinking 
heavily and had eaten little or no food. He had 
consumed a large amount of liquor the night 
before and had fallen into a drunken sleep 
about 2100 A.M. He awoke late the next morn- 
ing and was very thirsty. At noon he drank 2 
quarts (2 liters) of cold milk. Some upper ab- 
dominal discomfort developed. At 1:00 p.m. 
he drank a large glass of milk. He became 
nauseated and began to vomit and retch vio- 
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lently but was unable to empty his stomach. 
Suddenly a very severe pain developed in the 
lower substernal region, the epigastrium, and 
the lower thoracic portion of the spinal column. 
A physician was called, who found the patient 
writhing in pain, yelling, and tossing about in 
bed. A 14 gr- (0.016 gm.) of morphine sulfate 
and 1/150 gr. (0.00043 gm.) of atropine were 
given without perceptible relief of pain. The 
patient was sent to a hospital by ambulance. 

Physicians at the hospital found the patient 
suffering from intense pain, which was most 
severe in the back but also involved the left side 
of the thorax and the substernal region. He was 
cold and clammy and rather markedly cya- 
notic. His pulse rate was 126 beats per minute. 
The blood pressure was 140 mm. of mercury 
systolic and 80 diastolic. Examination was dif- 
ficult because the patient groaned and tossed 
about continually. No breatli sounds could be 
heard over the left hemithorax. A second hypo- 
dermic injection of morphine sulfate failed to 


relieve the pain. A nasal tube was passed into 
tlie stomach because the presence of a perfo- 
rated viscus was suspected. 

Roentgen examination of the tliorax revealed 
left hydropneumothorax (Figure i). The left 
lung was collapsed, and fluid was present up 
to the level of the sixth rib posteriorly. Leuko- 
cytes were found to number 18,500 per cubic 
millimeter of blood. 

A clinical diagnosis of spontaneous rupture 
of tile esophagus was made, and exploration 
of die thorax was advised despite the patient’s 
critical condition. The patient was brought to 
die operating room approximately three hours 
after his pain developed. Nitrous oxide, ether, 
and oxygen were administered. The following 
is a description of the surgical procedure: “A 
curved posterolateral incision was made on the 
left. A long segment of the sixth rib was re- 
sected and the pleura was opened. There was 
a large quantity, at least 2 quarts (2 liters), 
of curdled milk, gastric juice and bile. The 
pleural surfaces were intensely irritated and in- 
flamed and the lung was completely collapsed. 
The pleural space was evacuated and a rupture 
of the esophagus about 3 or 4 cm. long was 
found just above the diaphragm. The left 
phrenic nerve was crushed to paralyze the dia- 
phragm. The opening in the esophagus, which 
was a vertical tear, was closed with three rows 
of catgut. The pleura was brought across for 
additional protection. The operative site was 
washed again and I believe completely emptied 
of all its contamination. The lung was inflated. 
One catheter was inserted anterolaterally at 
the fourth interspace, one at the eighth inter- 
space posterolaterally and one at the seventh 
interspace into the mediastinum itself for tem- 
porary closed drainage. A nasal tube was 
inserted to provide a means of postoperative 
feeding. Prognosis is very poor because of 
extensive mediastinitis and pleural infection.” 

A fter the operation the patient remained in 
a critical condition for approximately 
forty-eight hours. Cyanosis persisted, and the 
systolic blood pressure remained very low. His 
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condition was improved with a transfusion of 
500 cc. of whole blood. As he gained strength, 
he became very restless and uncooperative. 
These manifestations were controlled by tlie in- 
travenous administration of 5 per cent alcohol 
given with glucose and saline solutions. On the 
third postoperative day die patient pulled out 
his nasal tube. Four days after his operation ad- 
ministration of sips of water was begun and die 
oral administration of fluids was increased. On 
the eighteenth postoperative day bland foods 
were permitted and were tolerated satisfactorily. 

Immediately after the operation the intra- 
muscular administration of penicillin and 
streptomycin was instituted. Thirty diousand 
units of penicillin and 0.25 gm. of streptomycin 
were given every three hours for ten days after 
operation. Drains were removed from the 
thorax on the seventh day after operation. The 
patient’s temperature varied from tao° to 102° 
F. for ten days after operation. After the thir- 
teenth day he was afebrile. No infection oc- 
curred in the mediastinum or pleural space, but 
the external incision became infected and re- 
quired superficial drainage. The patient was 
dismissed from the hospital on the twenty-first 
postoperative day. 

This patient has been followed carefully since 
his dismissal from the hospital. He has gained 
in weight and strength and is back at work. 
He has not experienced dysphagia, and the 
rocntgenographic examinations made after he 
had swallowed a barium meal (June 30, 1947) 
showed surprisingly little deformity of die 
lower part of die esophagus (Figure 2). The 
left hemidiaphragm was elevated and immo- 
bile and there were multiple pleural adhesions 
in the lower portion of the left pleural space. At 
the time of this writing, more than three 
months since the patient left the hospital, he is 
leading a normal and temperate life. 


COMMENT 

It is of interest that this patient underwent 
a complete examination at the Mayo Clinic in 
February 1946, because of vague digestive 
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symptoms. He had had some nausea and epi- 
gastric burning. Rocntgenographic studies of 
the esophagus and stomach gave negative re- 
sults at that time. It was felt that his symptoms 
were on a functional basis and were probably 
related to his excessive use of alcohol. 


CLINICAL ASPECTS 

Why does the normal esophagus rupture? 
This is a difficult question to answer. Most au- 
thorities feel diat a tremendous increase of 
intraesophageal pressure is responsible for the 
split. In violent vomiting and retching it is 
probable that the muscular sphincter at the cri- 
coid level of the esophagus fails to open, thus 
permitting the overdistention of the esophagus 
with regurgitated contents. The esophagus rup- 
tures at its weakest point, just above the cardia. 

A review of many of the case reports reveals 
a striking similarity in the history, the phys- 
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Figure I. Roentgenogram of 
the thorax taken May 17, 1947, 
upright position showing the left 
hydropneumothorax. 


ical findings, and the clinical course of those 
patients who have experienced a spontane- 
ous rupture of the esophagus. Most of these 
patients were male and many of them indulged 
excessively in alcoholic beverages. Heavy eating 
was a predisposing factor in a large number of 
cases. Severe vomiting almost invariably pre- 
ceded the intense substernal and epigastric pain. 
This pain usually was referred to the region of 
the lower thoracic portion of the spinal column 
and often to one side of the thorax or the other. 
Opiates afforded little if any relief. In practi- 
cally all instances vomiting ceased with the rup- 
ture of the esophagus. The intense pain, the 
cyanosis, and extreme prostration diat these 
patients exhibit are much more marked dian 
one might expect in a person with a perforated 
abdominal viscus. In a few hours most of these 
patients are moribund. 

On examination the pulse is weak and 
thready, though not necessarily rapid. In at 
least half of the cases subcutaneous emphysema 
is seen, especially if the patient is observed sev- 
eral hours after the onset. Subcutaneous emphy- 
sema appears first in the supraclavicular regions 
and spreads rapidly to the face, diorax, and 
upper extremities. Also, there is very likely to 


be evidence of hydropneumothorax on exami- 
nation, a fact that can be readily confirmed by 
roentgenography of die diorax if the roentgen- 
ogram is made with die patient in the upright 
position. Examination of the abdomen may re- 
veal marked rigidity. In fact die abdominal 
signs are likely to predominate in any perfora- 
tion of the lower part of the esophagus, and 
exploration of the abdomen has been carried 
out a good many times. The presence of either 
subcutaneous emphysema or hydropneumo- 
thorax should serve to differendate acute rup- 
ture of the esophagus from acute abdominal 
conditions. In some instances the roentgeno- 
gram made of the diorax will show mediastinal 
emphysema or a fluid level in the mediastinum 
before physical signs are evident. 

In differential diagnosis the conditions to be 
considered include perforation of an abdomi- 
nal viscus, acute pancreatitis, coronary occlu- 
sion, and spontaneous pneumothorax. However, 
the diagnosis of spontaneous rupture of the 
esophagus is not difficult if one considers the 
possibility. A history of vomiting, die intense 
pain, cyanosis, and shock, and the presence of 
either subcutaneous emphysema or hydropneu- 
modiorax should enable one to make the diag- 
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Figure 2. Roentgenogram of 
esophagus and stomach made 
June 30, 1947, which revealed 
only slight deformity at the site 
of the previous rupture of the 
esophagus. 



nosis. In case of doubt, pleural fluid can be 
aspirated and tested for its acid content. This 
has been done by Aldrich and Anspach and 
others. However, when rupture of the esopha- 
gus is suspected there is no time to temporize. 
Immediate transthoracic exploration is justified. 

TREATMENT 

The patient who has spontaneous rupture of 
tlie esophagus presents a serious problem to the 
surgeon. The operative risk is great, but there 
is no alternative and each passing hour lessens 
tlie chance of survival. In 1926 Williams and 
Boyd recommended immediate thoracotomy. 
In 1944 Collis and his associates attempted this, 
but their patient did not survive. Kinsella’s 
patient would have survived had it not been 
for an unfortunate pulmonary embolism. Fog- 
gitt performed abdominal exploration twenty 
hours after the onset and pulled the esophagus 
down into the abdomen where he repaired the 
slit in the esophagus, but his patient died. 

It is recognized that the lowermost portion 
of the esophagus is its weakest point. Practically 
all the spontaneous perforations reported have 
occurred just above the diaphragm. A clean 
longitudinal slit 2 to 5 cm. in length is usually 


seen. Perforations occur more commonly on the 
left than on the right side. In at least 2 instances 
(including Boerhaave’s case) the esophagus was 
torn completely across. 

It is impossible to draw conclusions on the 
basis of one case in which treatment was suc- 
cessful. We feel that immediate transthoracic 
exploration, however, with repair of tire esoph- 
agus is the procedure of choice. The use of both 
penicillin and streptomycin is advocated in 
these cases, as tlie inevitable contaminating sub- 
stances in the pleural and mediastinal cavities 
will contain a great variety of bacteria. Drain- 
age of both the mediastinum and the pleural 
space is also indicated. Blood transfusions are 
essential in combating shock, and parenteral 
administration of fluids is likewise desirable. 
A nasal tube can be inserted into the stomach 
at the operation time to facilitate feeding. 

We believe that the transthoracic approach 
is preferable to the posterior mediastinotomy 
suggested by Eliason and Wclky and by Klein 
and Grossman. We would agree with Bar- 
rett that in case of doubt a left-sided approach 
is preferable. All authorities agree that imme- 
diate diagnosis and immediate operation arc 
imperative for rupture of the esophagus. 


The Diagnosis and Treatment of 
Arterial Hypertension 

FRANCIS D. MURPHY* 

MILWAUKEE, WISCONSIN 


H igh blood pressure is not a disease sui 
generis, but is a clinical manifestation 
which may occur in a variety of disor- 
ders. For practical purposes, hypertension may 
be classified into primary or essential, and 
secondary hypertension. In the latter class, 
glomerulonephritis, pyelonephritis, polycystic 
kidneys, suprarenal growths, pituitary tumors, 
and other endocrine disturbances are the out- 
standing causes. For the present, attention will 
be devoted entirely to tlie primary or essential 
type. It is the most important form, is by far 
the commonest, and accounts for about 8o per 
cent of all hypertension. 

Despite the prodigious literature and exten- 
sive research on the subject, there is as much 
confusion as ever in the minds of physicians 
concerning diis disorder. Since the etiology, 
pathogenesis, and clinical course are not known 
with any certainty, the treatment still is empiri- 
cal. We are in a paradoxical situation, for, even 
tliough we have more knowledge, we still 
have little clear understanding. Some of the 
confusion arises from failure to understand the 
natural history of high blood pressure; that is, 
there is lack of knowledge concerning the inci- 
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dence, the mode of development, and the clini- 
cal course. Some hyperteinsives run a rapid 
course leading to complications and death early 
in the disease, whereas others are destined to 
have a long and useful life with little or no in- 
convenience from their blood pressure. 

Since the introduction of the sphygmoman- 
ometer into clinical medicine at the beginning 
of the century, the recognition of hypertension 
has become so common that in many cases it 
is questioned whether tliis is an abnormality of 
significance. But one must not ignore the fact 
that the common complications of hypertension 
head the list of causes of death. 

Confusion is increased when patients are 
found to have elevated blood pressure and con- 
tinue to live without further signs or symptorns 
of the disease for many years. The size of this 
group of symptomless and signless hyper- 
tensives is unknown, but it must be very large, 
since experience teaches that some persons with 
hypertension may live comfortably for over 
twenty-five years. Confusion in the minds of 
both physicians and patients is accentuated 
when tliey see patients of this large group 
treated radically — medically and surgically. 

At the original meeting of the Foundation for 
High Blood Pressure, it was rightly emphasized 
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that one of the first requirements in the study 


of hypertension would be as complete as pos- 
sible an investigation of the natural history of 
essential hypertension. 


SIGNIFICANCE OF HIGH BLOOD PRESSURE 

Because of tlie uncertainty which surrounds 
the etiology, pathogenesis, and course of hyper- 
tension, a satisfactory classification is not pos- 
sible at die present time. To consider high 
blood pressure as a mere manifestation of some 
underlying disorder is quite customary, and a 
distinction has been developed between hyper- 
tension and hypertensive disease. Allbutt fifty 
years ago distinguished liyperpiesis or hyperten- 
sion from hyperpiesia, which corresponds to our 
hypertensive disease. One indicates high blood 
pressure alone; the other implies a disease of 
the vascular system and its sequelae throughout 
the body. 

While in a given case the exact level of the 
blood pressure may have little significance, in a 
large series of cases the magnitude of the blood 
pressure becomes more important as a prog- 
nostic factor. As a rule, the higher the pressures, 
the more certain one is to develop unfavorable 
complications early. In 1925, May pointed out 
that the mortality rate from hypertension 
strongly increases with elevation of pressure. 

Murphy and associates in 1932 made a study 
of 375 autopsied cases of essential hypertension. 
Of this group, it was seen that 50 per cent of 
deaths were caused by heart disease, lo^j per 
cent by renal failure, and 13.4 per cent by cere- 
bral complications (see Table i). Table 2 also 
shows the causes of death in 135 autopsied cases 
of hypertensive disease in the year 1946. 

The blood pressure, especially in the benign 
phases, may fluctuate greatly, even within a 
period of twenty-four hours. When all these 
factors arc considered, it is easily seen that the 
height of the hlood pressure itself is not the 
factor of greatest consequence, but it is the kind 
of material in the arterial tree, the heart, and 
the kidney which determines the destiny of the 
patient suffering from high blood pressure. 
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Recently I examined a patient who has had a 
systolic pressure above 170 mm. and a diastolic 
in excess of 100 for forty years. Because of this 
hypertension, he was rejected for life insurance 
more than forty years ago. At the present time, 
he has no signs or symptoms of this hyperten- 
sion, except for a slight cardiac hypertrophy. 

A CHARACTERISTIC feature of essential hyper- 
tension in its early stages is its lability. 
Fluctuations are common in the earlier periods 
and may vary greatly from time to time. As the 
disorder continues, there is a tendency for the 
blood pressure to become fixed at a higher level. 
The causes of these marked variations in the 
levels of blood pressure arc not entirely un- 
known. Sometimes the blood pressure may fall 
spontaneously from a high level and remain 
normal for months. It is known that blood pres- 
sure may fall to normal following a brief (icriod 
of bed rest during an acute infection or after a 
change in one’s way of living. Clinicians of e.x- 
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TABLE I 

Causes of Death in 375 Autopsied Cases 
OF Essential Hypertension 


Cause of Death 

Number of 
Cases 

Per Cent 

Heart disease 

188 

50.0 

Renal failure 

39 

10.4 

Apoplexy or thrombosis and embolism 

50 

13-4 

Infections 

375 

14:2 

Miscellaneous 

53 

12.0 

Total 

45 

100.0 


perience know that following myocardial in- 
farction, blood pressure may fall to normal and 
then remain normal for years after the heart 
condition has healed. 

It is the elevation of die diastolic pressure 
which is of most concern. Although the systolic 
blood pressure may vary a great deal, the dias- 
tolic phase tends to fluctuate less. Isolated cases 
of elevated diastolic pressures above loo with a 
systolic pressure within normal limits (140 
mm.) are reported, but they are rare. The width 
of die pulse pressure is considered of some prog- 
nostic guidance in some cases. It is an unfavor- 
able sign when the diastolic pressure remains 
persistently at a high level and the systolic pres- 
sure tends to fall. Furthermore, if the diastolic 
pressure rises to 130 mm. and remains persist- 
ently at this level or above, malignant hyper- 
tension must be suspected. 

From what has been said, it is evident that 
the level of the blood pressure is much less im- 
portant than is the ability of the arteries, the 
heart, and the kidneys to withstand the strain 
of the pressure. 


PROGNOSIS OP HYPERTENSION 

Since the days of Janeway, optimism in ar- 
terial hypertension has been steadily increasing. 
Although he found prognosis better than it was 
usually considered in his day, it may be con- 
cluded at the present time diat even Janeway 
was too pessimistic. 

Bechgaard, in a follow-up examination of 
1000 patients suffering from hypertension. 


TABLE a 

Causes of Death in 135 Autopsied Cases of 
Hypertensive Diseases in the Year 1946 


Cause of Death 

Number of 
Cases 

Per Cent 

Heart failure 

62 

45-9 

A. Coronary sclerosis 

( 26 ) 

(41-9) 

B. Myocardial degeneration 

(24) 

(38.7) 

C. Myocardial infarction 

(12) 

(19-4) 

Cerebrovascular accidents 

18 

13-3 

Uremia 

II 

8.1 

Pulmonary embolism 

8 

5-9 

Pyelonephritis 

5 

3.8 

Nephrosclerosis 

I 

.8 

Causes other than above 

30 

22.2 

Total 

135 

100.0 


found 71 per cent of these patients alive after a 
period of seven to eleven years. In most cases, 
he found that one-half of the patients were in 
good health and on the whole were not incon- 
venienced by their hypertension. Furthermore, 
almost one-fourth were completely free from 
symptoms. A little less than one-half \Vere 
actually inconvenienced, but in a significant 
number of these cases, die symptoms might 
pass and be explained by some odier disease or 
die age of the patient. He also points out that 
prognosis is much better in women than it is 
in men. 

Since patients of the hospital type are more 
commonly used for. prognosis than the ambula- 
tory kind, it is generally held that the prognosis 
in hypertension has been too dark. Patients who 
apply at a clinic for aid or go to the hospital are 
usually those who are sick, but statistics drawn 
from tliis group are apt to ignore the fact that a 
very large group of hypertensives are not sick 
at all and don’t even know they have high 
blood pressure. 

How long a patient will live with high blood 
pressure before one of the common complica- 
tions sets in is a matter about which we have 
little understanding. For purposes of prognosis, 
hypertension in individuals over 40 may be 
rapidly progressive, while hypertension in m- 
dividuals over the age of 60 years usually takes 
a.benign, calm course with few of the disastrous 
complications. 
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CHIEF COMPLICATIONS OF HYPERTENSION 

Many patients with essential hypertension 
live for years without any added difficulty, but 
common complications that must be consid- 
ered are heart failure, renal insufficiency, cere- 
bral disorders, and malignant hypertension. A 
complete diagnosis of hypertension requires 
more than merely estimating the height of the 
blood pressure at the time of the patient’s visit. 
Recognition of the prodromes of the complica- 
tions should be made as early as possible if full 
benefit is to come from treatment. 

A study of the hypertensive requires a few 
simple but precise examinations: 

1. The height of the blood pressure is de- 
termined, and by subsequent observations, it is 
learned if the pressure has become fixed at a 
high level or if it fluctuates. The presence of 
marked fluctuations indicates that the hyper- 
tension is more functional than organic. 

2. Since every patient with high blood pres- 
sure is in imminent danger of developing heart 
disease, an early appraisal of tlte condition of 
the heart must be made. 

3. Although only few cases of hypertension 
develop renal failure and die of uremia, knowl- 
edge may be obtained concerning the functional 
capacity of the kidneys. 

4. Cerebral vascular disease constitutes one of 
the serious complications of hypertension. Al- 
though we are in a position to examine and ap- 
praise the condition of the heart and kidneys, 
it is not easy to recognize impending dangers 
in the blood vessels of the brain. Ophthalmo- 
scopic examination, however, reveals the con- 
dition of the arterioles in the retina, and for 
practical purposes, we may say that a study of 
the eyegrounds is helpful in a study of the 
blood vessels of the brain itself. Furthermore, 
experience proves that the old dictum is true— 
that the eyeground is a mirror of the kidney, 
and when albuminuric retinitis sets in, the kii 
ney is usually badly damaged. Of course, the 
albuminuria has nothing to do with the dam- 
age in the eyegrounds. So-called “albuminuric 
retinitis” is an indication of hypertensive en- 
cephalopathy; thus, it is seen that a study of 


the eyegrounds gives us firsthand information 
concerning the kidney, the blood vessels of the 
brain, and the severity of the hypertensive proc- 
ess in general. 


THE HEART AND HYPERTENSION 

The impending danger of heart disease in 
hypertension has been recognized universally, 
but usually the disorder is neglected until heart 
failure sets in, when little but symptomatic re- 
lief is possible. 

Hypertensive heart disease may display itself 
as angina pectoris, coronary insufficiency, coro- 
nary occlusion, or congestive heart failure. In 
all cases there exists a disproportion between 
the blood supply and the increased heart muscle 
mass which eventually results in myocardial 
insufficiency. Auricular fibrillation, flutter, or 
advancing coronary disease may be precipitat- 
ing factors in causing the heart to fail. But there 
are other factors which may change the picture 
from one of impending heart failure to one of 
imminent failure, such as excessive physical ex- 
ertion, acute infections, and traumatic injuries. 

In hypertension of moderate degree, the heart 
may be greatly enlarged, whereas, when there 
is e.xcessive hypertension, heart enlargement 
may be negligible. There are several important 
signs and symptoms which betray the onset of 
myocardial insufficiency in hypertension. Al- 
though the heart may remain enlarged for 
years and the patient may tire out more easily 
than usual, the ability of the heart to withstand 
the strain of hypertension is amazing. In this 
period before the heart breaks down, radical 
measures (surgical treatment) arc advocated. 

It is the left ventricle of the heart which 
bears the brunt of the blow in hypertension, 
and it is this chamber diat usually fails first. 
The presence of nlles in the bases of die lungs 
may be die first evidence of left ventricular in- 
sufficiency. Along with these go paroxysmal 
nocturnal dyspnea and sometimes dyspnea on 
exertion. Physical examination at this time may 
also show a systolic mitral murmur, which is 
evidence of dilatation of the heart. This mur- 
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mur indicates that the mitral ring has become 
dilated and that mitral insufficiency exists. It 
may last for a few days, and then, as the heart 
picks up its reserve, it may disappear. Auricular 
fibrillation may set in and aggravate the already 
weakened heart, but the irregularity which is 
most common is the gallop rhythm. This 
rhythm is characterized by three beats instead 
of two. The gallop sound is easy to recognize 
but is often overlooked. This third sound occurs 
immediately before the systolic beat, but it is 
not a part of the systolic phase. Sometimes the 
gallop rhythm lasts for only a brief period, but 
when it is recognized, it is clinching evidence 
that the heart has begun to weaken and that 
heart failure is imminent. 

Once the left ventricle has failed, the patient’s 
future is full of uncertainty. Treatment at the 
beginning of left ventricular failure may be fol- 
lowed by a speedy recovery, but a temporary 
one. Within a short period of a few months, 
the same old story repeats itself. The episodes 
of left ventricular failure become more pro- 
longed, and finally the right ventricle fails, too. 
The result is complete heart failure from which 
the patient does not recover. 

I T IS well known diat tlie control of hyper- 
tensive heart disease rests upon the control 
of the high blood pressure. The question arises 
if other nonsurgical measures may accomplish 
satisfactory results in many cases. It is quite evi- 
dent that many hypertensives developing heart 
disease have a progressive kind of disease which 
cannot be headed off by ordinary methods. It 
must be remembered that the various opera- 
tions being recommended are drastic, major 
types and that diere may be some objectionable 
and uncomfortable complications from them. 
It seems tliat such operations are for a limited 
number of very carefully selected cases. 

This kind of radical treatment should be re- 
served for selected patients who have a progres- 
sive type of hypertension— which cannot be 
controlled by simpler measures— and who are 
suffering and in whose cases there is impending 
danger of serious complications. 


THE KIDNEY IN HYPERTENSION 

There is no unanimity of opinion concerning 
the role of the kidneys in essential hypertension. 
In ancient times the kidney and blood pressure 
relationship was known, for Volhard mentions 
a Chinese physician, Choun-You-J, as giving 
the following pulse rule; “When the pulse upon 
deep pressing is very firm and upon superficial 
palpation very tight, then the disease has its 
seat in the kidney.” In Bright’s day and for the 
next half a century, hypertension was believed 
caused by renal disorders; then opinion 
changed and tlie kidney was thought to have 
no part in the etiology of hypertension. 

Certain renal diseases are known to cause hy- 
pertension. In this category are glomeruloneph- 
ritis, pyelonephritis, cystic diseases of the kid- 
neys, and obstructive uropadiies. But it is the 
relationship of essential hypertension to the 
quite-normal-appearing kidney which has 
caused most discussion. 

Following the special work done by Gold- 
blatt in producing hypertension by rendering 
the kidney ischemic, opinion shifted again to 
the kidney as the chief offepdef in hyperten- 
sion. In this work, Goldblatt emphasized that 
the hypertension which results was not asso- 
ciated with defective kidney secretion. 

The pathogenesis of hypertension is un- 
known, but tliat essential hypertension is the 
result of a pressor substance circulating in the 
blood, is the view widely held. Page and asso- 
ciates hold that as a result of disturbances in 
the circulation of the kidney, renin, activated 
by a renin-activator in the blood, is elaborated 
and results in formation of angiotonin (pressor 
substance) which causes peripheral vascular 
constriction, augmentation of die heart beat, • 
and hypertension. An alternative hypothesis 
to explain the role of die kidney in hyperten- 
sion is that die kidney elaborates a humoral 
agent essential for die well-being of die body; 
in the absence of this agent hypertension re- 
sults. Odier hypotheses have been advanced, 
but so far none is more dian speculation. 

Although the kidney may show signs of in- 
sufficiency during the course of essential hyper- 
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tension, renal failure occurs in less than lo per 
cent of cases. The presence of albumin in the 
urine, the inability of the kidney to concentrate 
to a specific gravity of 1.020, and fixation of 
specific gravities at lower levels point to renal 
insufficiency. Many times the kidneys are im- 
paired in their ability to clear urea satisfactorily 
or to secrete phenolsulfonephthalein ade- 
quately, although hypertensives who live for 
many years develop the primary contracted or 
shrunken kidney. Yet kidney impairment to a 
point of insufficiency is usually not an impor- 
tant complication. 


CEREBRAL LESIONS 

Concerning the cerebral complications of 
essential hypertension, statistics from various 
clinics show practically the same figures of 
about 12 to 16 per cent of cases. The transitory 
cerebral phenomena in hypertension are due to 
cerebral vasoconstriction. Such things as 
epileptiform convulsions, transient hemiplegia, 
monoplegia, aphasia, and amaurosis may occur 
with essential hypertension. 


T he functional changes in the brain second- 
ary to hypertension are indicated by head- 
ache, vertigo, fainting, and sometimes impaired 
memory, and even mental changes. The head- 
ache is of a distinct kind, as a rule, coming on 
in the morning and disappearing before noon, 
and is an ache confined to die back of the neck 
and over the back part of the head. It has long 
been hoped that some test could be used to de- 
termine the oncoming of cerebral accidents, but 
so far there is no way of obtaining tliis kind 
of information with certainty. 

Taylor and Page pointed out five useful 
signs and symptoms which they considered evi- 
dence indicating a stroke would occur within 
the following two years. They were: (i) se- 
vere occipital headache, (2) vertigo or syncopy, 
(3) motor or sensory disturbances, (4) nose 
bleeding, and (5) hemorrhages in the absence of 
choked disks. 


BENIGN (essential) AND MALIGNANT 
HYPERTENSION 

Volhard and Fahr classified essential hyper- 
tension into the benign and malignant forms. 
Although these terms are not quite satisfactory, 
they have become fairly well established in the 
literature. Originally these authors applied the 
term “malignant nephrosclerosis” to tlie case 
in which there was an inflammatory lesion 
added to a kidney already diseased widi 
arteriosclerosis. In this country the term “malig- 
nant hypertension” has a different connotation, 
as pointed out by several authors. The patient 
with llie benign form will develop symp- 
toms of hypertension in the late forties or in 
the early fifties after having had elevation of 
blood pressure for from five to ten years. The 
benign form takes a slow, painless course and 
terminates in most cases in heart failure, cere- 
bral hemorrhage, or uremia many years after 
the onset of hypertension. The malignant form 
differs from the benign in degree of severity, 
speed of progress, and the ultifnate outcome. 

In both forms, arteriosclerosis of the small 
arteries of the kidney and other organs is pres- 
ent. But in the malignant type, the arterio- 
sclerotic process is much more widespread, and 
involves tile smallest arteries and arterioles of 
the kidneys and other essential organs of the 
body. The characteristic histologic lesion of 
malignant hypertension consists of necrotic 
lesions scattered throughout the afferent 
arterioles of the kidney. The difference his- 
tologically in these two forms is one of de- 
gree, not of kind. 

Clinically, malignant hypertension occurs 
more often in patients under the age of 50. 
The blood pressure, which may have followed 
a benign course for a few years, suddenly rises 
and becomes fixed at a high level. The diastolic 
blood pressure, which formerly was below no 
mm., cannot be reduced below 130 mm. Severe 
headaches are almost always present, and there 
is loss of appetite, loss of strength and of weight, 
and vomiting usually occurs. The general de- 
terioration of health brought on by the involve- 
ment of more than one of the essential organs 



428 


POSTGRADUATE MEDICINE 


of the body is tlie feature which prompted the 
use of the term “malignant” in die beginning. 

The downward trend of the disease is rapid 
and stormy. Death usually occurs abruptly 
within a period ranging from a few months to 
a few years after the ^ onset of the malignant 
phase. Clinically, the chief diagnostic feature 
occurs in the eyegrounds. They are character- 
ized by choking of the disks, old and new white 
patches scattered throughout the retina, old and 
new hemorrhages both large and small, and 
edema of the retina, which usually obscures the 
constricted arterioles. 

MANAGEMENT OF HIGH BLOOD PRESSURE 

The rational method of treatment would be 
to remove the cause, but since the cause of 
hypertension is not known, treatment must be 
limited to palliative measures. Treatment, as a 
rule, is deferred until one of the chief compli- 
cations sets in, since hypertension itself seldom 
causes any discomfort. And although it is al- 
ways difficult to determine which patients are 
destined for early trouble and which may escape 
complications, it is usually best to attempt to 
control the excessive hypertension before com- 
plications become imminent. 

The general measures and symptomatic treat- 
ment are sufficient in many instances to control 
a moderate high blood pressure. An inquiry into 
the patient’s ways of life, daily habits, and diet 
may prove beneficial in aiding the patient. By a 
carefully conducted history, one may obtain in- 
formation regarding the patient’s personal life 
and help him correct any problem he may 
have. The blood pressure often falls to nor- 
mal after tlie removal of some emotional fac- 
tor has been effected. 

Blood pressure may be reduced by recom- 
mending changes in habits, such as more rest, 
a nap in the afternoon, and less work and more 
recreation, thus lessening die load on the heart. 
Sometimes the patient’s occupation is not suit- 
able for a hypertensive, and it may be advisable 
at times for die patient to consider changing 
from one job associated with emotional strains 
to one adapted to his nature. 


The patient’s diet may be adjusted to the 
needs of the body. Most patients forget that 
when they are in the forties or fifties they do 
not metabolize food as well as diey did at a 
younger age. Therefore, reduction in food as 
well as following a low protein diet containing 
a high alkaline ash should not be overlooked. 
Kempner pointed out that dietary treatment 
is useful in kidney disease, but is of little or no 
value in cases of hypertension without obvious 
renal involvement. For cases with this hyper- 
tensive complication, he recommends the rice 
diet and shows that those people who follow 
the diet have a urea nitrogen concentration be- 
low the level of normal as well as maintenance 
of hemoglobin and plasma protein levels. 

Much has been said on the use of tobacco, but 
personal experience has shown that those pa- 
tients with hypertension and beginning cardiac 
hypertrophy should cease smoking imme- 
diately, for they will begin to feel better and 
progress more satisfactorily. As for the use of 
alcohol, there is great diversity of opinion. Ap- 
parently, patients accustomed to the use of 
alcohol in moderation, may continue its use, but 
as a general rule, those patients suffering with 
heart disease will do best witliout it. 

The drug treatment of hypertension has 
never been highly satisfactory. However, potas- 
sium thiocyanate is of distinct value. It is very 
effective in many patients in controlling severe 
headaches, tinnitus, and vertigo. According to 
Bennett, no one knows exactly how tliis sub- 
stance acts, but there is no doubt at all that 
potassium thiocyanate does sometimes give 
dramatic results in properly selected cases. 

Barker was responsible for the modern use 
of potassium thiocyanate. He emphasizes the 
careful control of the blood level of the drug if 
adequate results are to be obtained. Usually, 
potassium thiocyanate is given in 3 gr. tablets 
two or three times a day, or often enough to 
maintain the blood level between 8 and 14 mg. 


per cent. A check on the blood concentration 
should be made about every ten days at least 
during the early montlis of treatment. There- 


after, determinations may be spaced at one- 
tw'o-month intervals. Thiocyanate should 


to 

be 
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Stopped during fever periods or infections. It 
should not be employed at all when there is 
renal insufficiency and in the presence of heart 
failure. Patients over 60 years of age must be 
treated cautiously because a sharp reduction in 
blood pressure may lead to cerebral complica- 
tions. Patients with hypertensive headache have 
also been treated with this drug. But it should 
be restricted in cases in which hypertensive 
headache is a predominating feature. 

The toxic manifestations of potassium thio- 
cyanate have been dwelt upon at length by 
many. Personal experience has proved that these 
toxic manifestations are not as serious as 
claimed, since the potassium thiocyanate level 
of the blood is watched carefully. The patient 
is warned to discontinue the use of the drug 
when itching of the skin occurs or when a rash 
appears on the body. Exfoliative dermitis may 
develop if the use of the drug is continued in 
such cases. Mental symptoms, anemia, severe 
exhaustion, or nausea and vomiting also require 
stoppage of the drug. 

Xantliines, barbiturates, and nitrites have 
been used in treatments, but their benefits are 
difficult to assess. In a study by Kapernick a 
number of drugs commonly used in the treat- 
ment of hypertension were tested. But no 
sustained significant reduction in blood pres- 
sure of persistent hypertensives was brought 
about after a thirty-day period of treatment. 
Vitamin A in large doses has been recom- 
mended for treatment, but thus far the results 
have not been as satisfactory as expected. 


W ITHIN recent years the psychosomatic ap- 
proach to hypertension has not been 
neglected. As Weiss and Kleinbart point out, 
this approach does not mean to study the soma 
less, but to study the psyche more. This form of 
therapy requires a very thorough understand- 
ing of the patient's environment, his living 
conditions, and even his inhibitions. Knowledge 
of a patient’s anxieties and fears are not ob- 
tained by a casual interview with the patient. 
The consequences of high blood pressure are 
so serious in tlie minds of some that it takes 


more than a bottle of medicine or pills to bring 
this pressure down. Neither is it enough to tell 
the patient to forget and that his troubles mean 
nothing, for if his blood pressure is high, he 
usually is worried. While the psychosomatic 
treatment is not the only measure of therapy, 
in some cases it is very helpful. 

Sympathectomy for essential hypertension 
accomplishes the following results: (i) Re- 
laxation of the vascular bed of the lower e.x- 
tremities and of the abdomen occurs; and (2) 
the blood pressure usually falls following the 
operation, but frequently rises again. Several 
kinds of operations have been recommended 
for hypertension, but judging from the liter- 
ature, there is no unanimous opinion as to the 
most desirable one. 

White regards the operation as a rational 
approach to the treatment of hypertensive heart 
disease until a simpler but more effective meth- 
od is discovered. Kerr, on the other hand, says 
hypertension by itself docs not often give symp- 
toms until the subject is aware of his high blood 
pressure, and he is generally relieved of sym]i- 
toms of anxiety after sympathectomy or any 
other mediod of treatment carrying an impact 
of suggestion. Kerr is far from enthusiastic 
over sympathectomy and says that tlie bene- 
ficial results are about the same as after the 
use of any other method employed with equal 
enthusiasm and diligence. He raises the ques- 
tion whether sympathectomy is not another ex- 
ample of mastery of technic over reason and 
whether it will not soon fall into discard along 
witli sympathectomy and thyroidectomy for 
heart disease. 

Although sympathectomy has been success- 
ful in some cases, there are several disadvan- 
tages to its use: 

1. Not all patients are suitable for the oper- 
ative procedure. The young or middle-aged are 
the best candidates (those between 30 and 45 
with a relatively high diastolic (120-140) and 
a relatively low pulse pressure (50-77 mm.) 
reacting well in blood pressure levels to change 
in posture, to cold, etc.). 

2. This operation is always a major one 
which demands long convalescence. 
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3. It is not possible beforehand, despite the 
elaborate measures for determining suitable 
patients, to say which patient will be benefited. 
In determining the outlook for individual 
patients, chief factors such as the preoperative 
level of the diastolic pressure, the condition of 
the brain, the eyegrounds, heart, and kidneys, 
and the response to sedation must be consid- 
ered. The duration of hypertension is always 
important, too, but it is rarely possible to obtain 
exact information regarding this. 

When metal clamps are constricting the 
renal vessels in dogs, hypertension develops. 
Peet believes that in hypertension in human 
beings there is a neurogenic clamp, and by sec- 
tion of the autonomic nerves to the blood ves- 
sels, this clamp is removed and prevents more 
abnormal constriction of arterioles. 

Smithwick reports that out of 179 unse- 
lected hypertensive patients observed from one 
to five years, the majority were improved by 
sympathectomy. Tn 42 per cent, the diastolic 
blood pressure was lowered, and in 8 per cent 
the blood pressure was higher. He says that the 
effects of sympathectomy are generally as fol- 
lows: (i) lowering of diastolic levels, (2) 
narrowing of pulse pressure, (3) reduction in 
ceiling levels after stimulation, and (4) reduc- 
tion in the magnitude of reflex responses. 

A t the present time, there is no unanimity 
of opinion regarding the advisability of 
sympathectomy for hypertension. Most clini- 
cians believe it is a measure too drastic and 
extensive for most patients with high blood 
pressure. If we consider the fact that the ma- 
jority of hypertensives live useful lives without 
discomfort for many years, the group of pa- 
tients which should be subjected to surgery be- 
comes quite narrow. For the hypertensive under 
the age of 50 who has a progressively increas- 
ing hypertensive picture and who has the pro- 
dromata of some serious complication, this 
operation should be considered. But for the in- 
dividual with hypertension who is not suffering 
from the chief symptoms, such as headache, 
impending heart failure, or stroke, conservative 


treatment and medical measures are best. 

There is a growing tendency to recommend 
without justification these drastic methods for 
hypertensives who may be able to live comfort- 
ably with little or no treatment. Most hyperten- 
sives require little treatment, some are helped hy 
medical treatment in moderation,- and a few 
well-selected cases may obtain benefits from 
sympathectomy. 

SUMMARY 

1. Although extensive research has been done 
in the field of hypertension, diere is still much 
confusion, since the etiology, pathogenesis, and 
course are not known. 

2. Some kidney diseases, such as glomeruloneph- 
ritis, polycystic kidney, pyelonephritis, and 
tumors may cause hypertension, but the cause 
of essential hypertension is not known. Essen- 
tial hypertension is the most common form, ac- 
counting for about 80 per cent of all cases. 

3. Most patients with hypertension live com- 
fortably for many years without any added 
signs or symptoms. Treatment of the benign 
form should be moderate and simple. In a few 
patients drastic measures such as sympathectomy 
may be used. 

4. Kidney insufficiency, although considered 
carefully, is ’usually not a common complica- 
tion. Cerebral accidents, on the other hand, are 
by no means rare and occur in about 12 to 16 
per cent of cases. 

5. Malignant hypertension is a later phase of 
the benign form and differs only in the greater 
severity of its symptoms, the more rapid break- 
down of the essential organs of the body, and 
the more persistent and excessive hypertension. 

6. Psychosomatic as well as drug therapy is 
suggested, and potassium thiocyanate is dis- 
cussed for treatment. 

7. Results of sympathectomy for hyperten- 
sion have been gratifying in many cases, uncer- 
tain in some, and definitely poor in others. An 
unfavorable aspect of sympathectomy is the 
growing tendency to subject patients to this 
major operation who would progress satisfac- 
torily with a less drastic method of treatment. 
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P eptic ulcer is a disease of the twentietli 
century. I do not wish to imply that peptic 
ulcer did not exist previously, but it is 
only since the general use of the diagnostic 
x-ray that we have objective evidence of the 
disease in the living patient and that it can be 
accurately diagnosed. As late as 1935 the diag- 
nosis of duodenal ulcer in some of our leading 
institutions was made by so-called “secondary 
signs” and was often wrong. 

Only in ^he last ten years, with the general 
adoption of aimed compression serial technic 
as developed by von Bergmann and Akerlund 
in the ,1920’s, is the objective diagnosis of duo- 
denal ulcer approaching perfection. This im- 
provement in the accuracy of determining the 
presence of ulcer and the general acceptance by 
the profession of the x-ray as the sine qua non 
for uleer diagnoses have resulted in the discov- 
ery of ulcer in a greater number of people than it 
was thought suffered from ulcer in the early 
years of the century. 

With the improvement in diagnosis the judg- 
ment of therapeutic results became more dis- 
criminating. It was gradually learned that the 
antacids which had been used for centuries for 
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dyspepsia in general were much more valuable 
in the treatment of ulcer. Although von Strum- 
pell, as early as 1895, used a mixture of bismuth 
subcarbonate and sodium bicarbonate to treat 
gastric ulcer, it was Bertram Sippy of Chicago 
who in 1917 gave us the concept of continuous 
acid removal as a requisite for die healing of 
the much more common duodenal ulcer as well 
as gastric ulcer. The best available antacids in 
Sippy’s day were sodium bicarbonate, bismuth 
subcarbonate, and magnesium oxide. He used 
the constipating bismuth salt to counteract the 
laxative effect of magnesium oxide. Sippy soon 
learned that bismuth salts were very poor ant- 
acids, and in his last years discontinued their 
use and replaced them with calcium carbonate. 
Per unit of weight, magnesium oxide is still die 
most active antacid we have, but it is so laxative 
in action and after ingestion causes such a 
marked secondary acid rise that it has fallen 
into disuse. 

In the past quarter of a century several other 
methods of ulcer therapy have been suggested. 

1 will mention a few: diathermy, x-ray therapy, 
injections of foreign protein, emetine hydro- 
chloride mixed with foreign protein, strepto- 
coccus vaccine, the histamine hydrochloride, the 
amino-acid histidine, and anterior pituitary 
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snuflF. None have proved effective. Clinical ex- 
periments with urogastrone (Sandweiss) and 
enterogastrone (Ivy) are as yet inconclusive. 
However, many improvements have been made 
in the treatment of ulcer. 

The regimen used by Sippy has been modi- 
fied to advantage. He used mixtures of milk 
and cream. Since m.any patients are cream- 
sensitive, die use of this mixture has given way 
to whole milk. Pureed vegetables and other 
foods are used at the onset of dierapy instead 
of milk and cream alone. Sippy starved his 
bleeding patients. Andreson pointed out that 
there was an advantage in promptly feeding 
bleeding ulcers. 

The antacids used by Sippy had many disad- 
vantages. Calcium carbonate was too consti- 
pating and magnesium oxide too laxative, and 
to strike a happy medium in the dosage of each 
for an individual patient was almost impossible. 
The sodium bicarbonate used was absorbed and 
caused alkalosis. Both sodium bicarbonate and 
calcium carbonate, when neutralized, produced 
carbon dioxide, which the patient belched to 
his embarrassment and often to the amusement 
of his friends and relatives. Then tlie introduc- 
tion of tribasic salts of calcium and magnesium, 
of aluminum hydroxide, and phosphate jels, and 
of magnesium trisilicate were an improvement 
on the antacids used by Sippy. Unfortunately, 
these antacids all have constipating or laxative 
action upon the bowel, and in some patients 
the discomfort caused by this irritating effect 
on the intestines is more difficult to manage 
than the pains caused by the ulcer. The search 
for an ideal antacid continues. 


NATURE AND USES OF SYNTHETIC RESINS 

In 1938, while seeking an improved antacid, 
I discussed acid adsorbents with Mr. Howard 
Tiger, a water purification engineer. He had 
recently returned from a trip abroad on which 
he had investigated the report of Adams and 
Holmes concerning the ion exchange proper- 
ties of certain synthetic plastic resins. We com- 
puted that of the resins then available about 
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a pound a day would have to be ingested in 
order to remove sufficient acid in a patient with 
ulcer and to promote healing. 

Synthetic resins are plastic substances which 
have been developed in a great variety of chem- 
ical formulas since 1906, when Baekeland dis- 
covered the substance now called Bakelite. 
These synthetics were called resins because 
they had a physical resemblance to such natural 
resins as amber; but there is no chemical rela- 
tionship between synthetic and natural resins. 
These synthetic resins were highly, prized for 
their hardness and inability to react with com- 
mon chemicals; it was this inert quality which 
made them so useful for radio panels, hair 
brushes, and the like. It was known that some 
of these resins had biologic properties since they 
produced a dermatitis on the hands of patients 
who were sensitive. 

In 1935 Adams and Holmes discovered that 
resins of a type known as phenol formaldehyde 
condensates could remove acids from solutions. 
If passed through an alkali medium, the acids 
were released and the resin was restored to its 
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original state of usefulness. Such a substance, 
which lent itself to rejuvenation, immediately 
found extensive use in the water purification 
industry. Both acid- and alkali-adsorbing resins 
were produced. The industry developed so 
rapidly that now synthetic resins for removing 
acids and alkalies from liquids are sold on a 
tonnage basis. 

D uring World War 11 resins of increasing 
acid-adsorbing power were developed. 
Tiger had performed animal experimentation 
with the earlier anion exchange resins and had 
proved their innocuous nature. Segal, working 
with one of the newer resins, showed tliem to 
be innocuous for rats and mice in doses so high 
as to constitute an equivalent of 20 per cent of 
the animal’s diet over a period of many months. 
Martin improved on the acid-adsorbing power 
of the resin used by Segal. This resin had suf- 
ficient acid-removing power to suggest it use- 
ful in the treatment of peptic ulcer in dosages 
of 10 to 15 gm. for twenty-four hours. 

Reports of its clinical efficacy have been pub- 
lished by Speare and Pfeiffer and myself. A 
more extensive experience will be published 
shortly. In this paper I will discuss my findings 
in 90 patients with duodenal ulcer treated for 
from one to fifteen months with resin. 

The resin ion exchangers, of which these 
phenol formaldehyde condensation products 
are a group, have found wide usage in the 
chemical field and present possibilities in 
therapy other than in the treatment of peptic 
ulcer. Cation exchange resins should be devel- 
oped to withhold sodium from adsorption 
through the bowel mueosa. Thus patients on 
low sodium diets, cardiacs, nephritics, epilep- 
tics, and the like might be given a normal 
amount of salt in their diet, provided they si- 
multaneously ingested a specific amount of resin. 
I have discussed this possible use for resin witli 
Mr. Tiger, but as yet no reports of animal ex- 
perimentation have appeared. Until such arc 
carried out, no clinical studies can be made. 
William Dock has recently called attention to 
the possible oral ingestion of cation exchange 


resins to remove ingested sodium in cases of 
cardiac edema. Resins may be developed with 
tlie ability to adsorb irritating exudates from 
wounds. A cation exchange resin placed about 
an ileostomy stoma or the opening of a pan- 
creatic fistula would adsorb the alkaline small 
bowel secretions and minimize skin excoria- 
tion. Since resins act in any state, no macerat- 
ing solvent would be required. 

The synthetic resins are also adsorbers of 
enzymes. Wilkinson and Martin have shown 
a reduction of peptic activity to 17 per cent of 
its original value by the addition of Amberlite 
IR IV to a pepsin solution. Although Segal’s 
studies do not corroborate those of Martin, the 
value of this resin as an antacid in treating 
peptic ulcer possibly may be enhanced by its 
simultaneous adsorption of pepsin. This prop- 
erty of enzyme adsorption should make resin- 
ous preparations all the more valuable in the 
protection of the skin about duodenal and pan- 
creatic fistulas also. 

The synthetic resins absorb the various alka- 
loids and slowly release them as the pH of a 
dissolving medium changes. By combining a 
resin witli an alkaloid one should be able to 
maintain a more even adsorption of various 
alkaloids from the digestive tract over a longer 
period of time than is now possible. At present 
a patient usually complains of dryness and 
blurring of vision an hour after taking atropine 
sulphate. This effect disappears before the next 
dose is given or during the night. Thus we have 
an inconstant action. By combining a resin 
with an alkaloid we might produce a constant 
physiologic effect over a twenty-four-hour pe- 
riod. Other obvious valuable combinations 
with alkaloids present themselves. 


EXPERIMENTS WITH A RESINOUS ANTACID 

We were generously supplied with a resinous 
antacid by Dr. Gustav Martin.* This resin is a 


•Research Dirc^ior, XaiJonal Dro;: Omipany, The rc'in uviJ 
in thU studv is now bcinir prcparctl under the trade name Rc«nat. 
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phenol formaldehyde condensation product. It 
is called Amberlite IR IV in its crude state by 
the chemical trade. It polymerizes freely, and 
its structural formula is suggested in Figure i. 
It is not known at which point the hydrochloric 
acid is bound. 

We added the resin to a fixed amount of 
N/ao HCl and also added it to specimens of 
gastric juice obtained from patients. We com- 
pared the neutralizing power of the resin with 
calcium carbonate and with an aluminum hy- 
droxide suspension in common use. On a vol- 
ume basis we found that the neutralizing power 
of the resin was less than that of calcium car- 
bonate but better than that of the aluminum 
hydroxide suspension. 

The resin we used was of the 200-mesh type 
prepared by Dr. Martin. By further grinding, 
it is hoped that a finer mesh resin can be pro- 
duced. The ideal resin should approach the 
neutralizing power of calcium carbonate. The 
200-mesh resin of Martin has several times the 
neutralizing power of the larger mesh resin 
used by Segal. Further endeavor by pharma- 
cologists should produce a finer mesh resin and 
further enhance the acid-adsorbing power of 
the material. Acid adsorption appears to be a 
surface phenomenon. The finer the mesh of 
the resin, the greater surface exposed and the 
more acid adsorbed. 


DOSAGE AND METHOD OF ADMINISTRATION 

I have used a set of three ulcer diets (Tables 
I, 2, and 3) for the past eleven years to evaluate 
various antacids. These diet schedules are easier 
to use than the standard Sippy regimens and 
provide a more adequate intake and greater 
variety of food. Eighty per cent of our patients 
have been started on the Semi-Ambulant Ulcer 
Diet (abbreviated as S-A), while 20 per cent 
have been started on the Hospital Diet. These 
diets avoid the use of continuous drips of either 
milk or aluminum jels. Drips of various types, 
though efficacious, render the treatment of 
ulcer needlessly complex. In the hospital night 
hypersecretors are wakened by the nurse and 
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FIGURE I 


are fed milk and antacid where indicated on 
the schedules. The patients treated at home set 
their alarm clocks a half-hour before the usual 
time of onset of their night pain and drink some 
milk and take some antacid. The diets are self- 
explanatory and save the physician needless 
calls from patients or hospital attendants. Af- 
fixed to a hospital chart, they save the time re- 
quired for writing orders. The antispasmodic 
used on these diets is prescribed as follows: 


Rx Atropine sulphate .0003 

Phenobarbital 
Milk Sugar q.s. 

D.T.D. capsules No. XXX 

Sig: Antispasmodic, one capsule where directed 
on diet schedule. 


The resin was first used in doses of 4 S®'’ 
but I have found that from 0.5 to i gm. is suf- 
ficient. I have been using 0.75 gm. as an aver- 
age dose. Since our resin is now prepared in 
0.25 gm. capsules we label the bottle: “Antacid: 
3 capsules when directed on diet schedule.” On 
the Semi-Ambulant regimen the patient will 
require 18 to 24 capsules a day. These diet 
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schedules can be used witli any antacid. 1 have 
used them with either aluminum hydroxide 
suspensions or witli magnesium trisilicate as 
the antacid. 


P ATIENTS with complicated ulcers and those 
whose symptoms do not subside in twenty- 
four to forty-eight hours on the Semi-Ambulant 
regimen are hospitalized. In tlie hospital 1 pre- 
scribe 0.75 gm. (3 capsules) of the resin during 
the day and i gm. (4 capsules) at night wher- 
ever the antacid is indicated on the Hospital 
Diet. If tlie patients have a partial obstruction 
no feedings are given after 6 p.m. and the 
stomach is emptied with the aid of a Wangen- 
steen apparatus at 10 p.m. No night feedings 
are given to these obstructed cases. If the 10 
P.M. residual does not diminish to less than 
50 cc. in three days, we consider the patients 
to be unsuitable for medical treatment. All pa- 
tients are kept on the Semi-Ambulant Ulcer 
Diet for six weeks. Patients who are hospital- 
ized are usually released after two weeks and 
are then also placed on the Semi-Ambulant diet 
for six weeks. After six weeks of the Semi- 
Ambulant regimen all patients are placed on 
the Diet for Quiescent Ulcer. Patients arc ad- 
vised that this last type of diet roust be followed 
for many years and in cases where there are 
ulcers witli much deformity or in cases that 
bleed frequently, it must be adhered to for life. 

I think the adherence to such a regimen and 
the continued use of antacids and antispas- 
modics are the cru.x of the prevention of ulcer 
recurrence. If patients are willing to abide by 
regimen for many years, relapses rarely occur. 
To date, the disagreeable side effects of antacids 
and the nuisance of carrying liquid suspensions 
of aluminum hydroxide have caused patients 
to discontinue tlicir use as soon as symptoms 
subside. The resin we have been using has up 
to now shown no such side effects. We have 
had patients taking several grams a day for 
fifteen months with no ill effects. During the 
season of the year when an ulcer tends to re- 
!ap,sc, we advise a return to the Semi-Ambulant 
Diet for about six weeks. 


TABLE 1 

Hospital Diet and Djre.ctjoss tor Compucateo 

Peptic Ulcer . 

Standing Orders for Nurses 

This diet is prcscrilfcd for patients who arc sufTcrinc from 
acute hemorrhage, from partial pyloric obstruction, gastric ulcer, 
and penetrating duodenal ulcers. For the first three days the 
patient must be kept in bed except to use the toilet. In bleeding 
cases a berjpan must he used. Visitors restricted, feedings and 
medication must be git en exactly at time ordered. 

A. M. 

7:55 Atropine Sulphate .0003 gm. Phenobarbital .015 gm. 
8:00 Cooked cereal oz. 4, sugar dram t, cream oz. i, milk 
oz- 8. 

9:00 Antacid 
10:00 Milk oz. 8 
Ii:fl0 Antacid 

»i:55 Atropine Sulphate ,0003 gm. Phenobarbital .015 gm. 
12:00 M. Putted scgeiaMcs oZ. 4 with butter, mashed potato 
oz. 4 with butter. Cup custard. 

P. M. 

t:oo Antacid 
2:00 Milk 07. 8 
3:00 Antacid 
4:00 M'dk oz. 8 

4:55 Atropine Sulphate .0003 gm. Phenobarbital .015 gm. 
3:00 Purecd scgeiabics oz. 4 with butter, mashed potato 
07 . 4 with butter. Jcllo and Cream J oz. 

6:00 Antacid 
7:00 Milk oz. 8 
8:<o Antacid 

10:00 Milk oz. 8. antacid; Atropine Sulphate .0003 gm. 

Phenobarbital .05) gm. 

13:00 Milk oz. 8 and antacid 

A. M. 

):oo Milk oz. 8 and antacid 
6:00 Milk oz. 8 and antacid 
Ascorbic acid tablet loo mgm. b. 1 . d. by mouth. Parenteral 

B. Complex (Lederle) 1 cc. i.m. daily. After four days of tins 
diet if the patient is symptom free add to diet as follows: 

8:00 A.M. Purecd prunes o7.. 4. slice toast, butter, soft boiled 

rgg. 

12:00 M. Milk Soup oz. 4. slice toast and butter. 

If the patient has no night pain the feedings after roroo P.M. 
may be discontinued after the third day. 


CLINICAL RESULTS 

Hospitalized Patients— "Wc have treated 90 
cases of x-ray proved duodenal ula-r and i case 
of gastric ulcer with resin. Seventeen of these 
patients were hospitalized. Of the hospitalized 
patients 6 were hospitalized because of scserf 
hemorrhage requiring transfusions of svbaV 
blood. All these bleeding patients did verv 've .5 
The one bleeding gastric ulcer was elecri'-'’ 
subjected to subtotal gastric resection 
he had had repeated hemorrhages and tf '-'r 
nignity of tlie ulcer could be proved 
x-ray nor by gastroscopy. Four of 
ized patients had m.irkcd obstructiae-"' 
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TABLE 2 

Semi-Ambulant Ulcer Diet 


During the period of this diet, which should last about six 
weeks, the patient should rest as much as possible. Relax, avoid 
arguments, and do not see too manj’ visitors. Follow the sched- 
ule explicitly. If you must work go to bed .for your evening 
meal and stay there. Spend your time off (Sundays, etc.) at rest. 
Choose from the allowed foods. Eat small meals. 

SCHEDULE 

A. M. 

7:55 Antispasmodic 

8:00 I plate of cooked, mashed prunes, passed through a 
collander. 

Yz cup of cooked cereal, (Cream of Wheat, Farina, 
hominy, Pablum or oatmeal). 

I soft boiled egg, i slice of toast and butter, milk or 
Kaffee Hag, or Sanka with cream. 

9:00 Antacid. 

10:00 Glass of milk. 

1 1 :oo Antacid. 

1 1 :55 Antispasmodic 

12:00 M. .A.ny milk or creamed soup unseasoned and strained. 
Cream cheese sandwich. White bread and butter. 

Puree of peas, lima beans, carrots, asparagus tips, beets, 
squash, spinach, or cauliflower. One-half cup of steamed 
or boiled rice, macaroni, spaghetti, or noodles, with 
butter. Small serving of mashed potatoes with butter. 
One slice of toast and butter. Gelatin preparations or 
rice, tapioca, bread or custard puddings without raisins 
or nuts; or stewed fruits if passed through a collander, 
and without svrup. 

P.M. 

1 :oo Antacid. 

2:30 Glass of milk. 

3:30 Antacid. 

4:30 Glass of milk. 

5:55 Antispasmodic 

6:00 One soft boiled egg, or plain omelet, or cottage cheese 
with sweet cream. Pureed vegetable as at luncheon. 
Small baked potato without skin but with butter. Des- 
serts as at luncheon. Toast and butter. 

7:00 Antacid. 

8:30 Glass of milk. 

9:30 Antacid. 

10:25 Antispasmodic 

10:30 Glass of milk and antacid. 

Set alarm for following hours: 

Do not use seasoning for any of these foods. A pinch 
of salt may be used. Milk may be malted. 

You may drink tap water svithout ice as you wish. 

If any questions arise, phone the doctor. 

TABLE 3 

Diet for Quiescent Ulcers and Allied Disorders 

In^ heaffh, the gastric juice is acid. When this acid becomes 
too high, it may cause distress. Physicians call this increase in 
acid, gasuic hyperacidity. It is commonly referred to as *‘sour 
stomach. Hyperacidity may be associated with gastritis or pep- 
tic ulcer or it may aggravate these conditions if they are present. 
Patients who have an ulcer should, in order to prevent recur- 
rence, follow this diet which keeps the gastric acid at a low 
level. 

In addition to carefully adhering to the diet, vou must eat 
slowly and at regular times and ciiew your food thoroughly. It is 
best to relax on a sofa for a half hour before and after meals. You 
must avoid strain, worry, and arguments, especially at meal time 


and you must get at least nine hours of sleep each night. Eat your 
main meal at noon, spend your holidays and weekends in quiet 
and relaxation. Don’t try to fight your illness; give in to it. Eat 
very small meals, leave the table a bit unsatisfied. Take food be- 
nveen meals and at bedtime to appease your appetite. If some of 
the allowed foods disagree with you, avoid them and substitute 
others on the list. Take your antispasmodic fifteen minutes before 
meals and at bedtime and your antacid twenty minutes after 
meals and at bedtime if prescribed. 

Foods to be Avoided 

Salty, sour, spicy, sharp, uncooked and rough foods. Salted 
and smoked fish and meat. Sausages, bologna and salami. Corned 
meats. Shell-fish. Canned fish and meats, as salmon, sardines, and 
deviled ham. Bacon. Ham. Hors d’oeuvres. Oily fish as salmon, 
herring, mackerel, or shad. Meat soups. Broths, Bouillon. 

Raw and dried fruits and vegetables except as mentioned in 
schedule. All salads, dressings and gravies. Coarse vegetables like 
cabbage, onion, celery, radish, cucumber and lettuce. 

All condiments as pepper, mustard, vinegar, ketchup, horse- 
radish, pickles, olives, chowchow, Worcestershire sauce. 

Sharp cheeses. All nuts. Bread and cereals made from bran 
and whole wheat. Stale bread. Poppy seeds, caraway seeds. Very 
hot or very cold foods taken on an empty stomach as very hot 
soup, or ice cream. Soft drinks as gingerale. Coca Cola, and cream 
soda. Coffee. Strong tea. No smoking. No alcoholic beverages 
in any form. 

Schedule 

(Choose from following) 

Antispasmodic 

Breakfast: 

Strained juice of one-half orange. Apple sauce. Stewed 
fruits, as prunes, .apricots, and pears, baked apple with- 
out skin. Cooked cereals with cream or milk, and sugar. 
Soft boiled or poached egg. Toast, roll, or white bread 
and butter. Cocoa, Sanka, Kaffee Hag, or milk. 

Antacid 

10:30 A.M. Malted milk, fresh buttermilk, milk, weak tea with 
, sugar and cream, graham crackers, Uneeda biscuits, or 

other plain crackers. 

Antispasmodic 

Main Meal (Preferably at Noon): 

Creamed soup, (potato, tomato, spinach, asparagus, pea, 
corn, bean, celery, carrot) strained. Chicken or lean ten- 
der beef boiled, broiled or roasted. Do not eat the spiced 
outside cuts. Squab, turkey, guinea hen, sweetbread, 
broiled liver. Eat only tiny portions of any of these meats. 
Boiled or broiled white fish, bass, blue fish, sole, carp, 
pike, or trout. Restrict meats to only once a week and it 
is better to favor fish and the lighter meats like chicken. 
Thoroughly done pureed vegetables. Occasionally tender 
lettuce leaves without dressing. Boiled, mashed or baked 
potato. Gelatine, custard or pudding for dessert. Occa- 
sionally stewed fruits with cream avoiding the syrup and 
skins. Occasionally plain sponge or angel cake. 

.Antacid 

4:00 P.M. Malted' milk, fresh buttermilk, milk, weak tea with 
sugar and cream, graham crackers, Uneeda biscuits, or 
other plain crackers. 

Antispasmodic 
Supper or Lunch: 

Fresh boiled or broiled fish, (only fish with white flesh) 
or oysters. Boiled or poached eggs. Cream cheese, Swiss 
cheese, pot cheese and sweet cream. Boiled rice or noodles 
or macaroni or spaghetti with butter and sugar only. 
Mashed, boiled, or baked potatoes. Bread and butter, 
toast or rolls. Gelatin dessert or pudding or occasionallj 
plain sponge or angel cake or small portion of vanilla 
ice cream or stewed fruit avoiding sweet syrup. If you 
carry lunch take a cheese, egg or chicken sandwich. 
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Antacid 

io:oo P.M. Malted milk, fresh buttermilk, milk, weak tea with 
sugar and cream, graham crackers, Unceda biscuits, or 
other plain crackers. 

Antispasmodic and antacid 

Drink water as you wish. You may drink any plain carbon- 
ated water as White Rock, Vichy, Poland Water, Kalak, Seltzer, 
and Saratoga Water. A small glass of diluted orange, tomato 
(plain) or grapefruit juice must be taken daily with a meal. 

Many patients arc sensitive to and made ill by milk. If this is 
true in your case take the tea and crackers between meals. 

If any questions arise call the doctor. 


given resin as an antacid while being prepared 
for surgery. Two other obstructed cases re- 
sponded for some time to resin therapy but 
later they required subtotal gastric resection. 

The remainder of the hospitalized cases (5) 
had complicated duodenal ulcers of many years’ 
duration. Nine of the 10 cases that were not 
resected but were hospitalized have been free 
of symptoms for from one to fifteen months. 
Two recurrences have occurred in one patient 
at five and nine months. He is a watchman, 
works nights, and is unable to follow an ulcer 
regimen. Both recurrences responded to tlie 
Hospital Diet carried out at home. 

Ambulant Patients — Of the 73 patients 
started on die Semi-Ambulant Diet and later 
placed on the Diet for Quiescent Ulcer, 67 have 
been symptom-free for from one to fifteen 
months. Two had recurrences after disregard- 
ing their diets but improved promptly on a re- 
turn to a rigid regimen. One patient who was 
reported not to have responded originally to resin 
therapy but to gastric lavage responded to resin 
on a second trial five mondis later. Two patients 
failed to remain symptom-free cither on resin or 
on other antacids. One patient who obtained no 
benefit from resin does well on an aluminum 
hydroxide suspension. 


Seventy-seven or 85 per cent of our patients 
have been kept symptom-free on our ulcer 
regimen, using resin as the only antacid. One 
previously reported failure on resin therapy was 
found to have had a duodenal neoplasm and is 
excluded from present figures. He responded 
well temporarily to another antacid. 

None of our patients have had any side effects 
as a result of resin therapy. Parricularly notice- 
able is the lack of complaints regarding consti- 
pation and diarrhea and also the freedom from 
bloating and gas. 

At present, the resin is dispensed in capsules. 
As is generally known, gelatine capsules them- 
selves cause heartburn in some people. Tech- 
nical difficulties have to date prevented the 
manufacture of compressed tablets. When this 
difficulty is overcome, the resin should enter into 
combination with the gastric acid more quickly 
and further Improve our treatment. 


SUMMARY 

1. An antacid synthetic resin has been de- 
scribed. 

2. Its usefulness In the treatment of peptic 
ulcer is discussed. 

3. Diet and medication schedules for treat- 
ment of peptic ulcer are presented. 

4. Synthetic antacid resins do not have any 
untoward effect on the digestive tract. They 
cause neither constipation nor diarrhea. Since 
they are not absorbed, titey do not alter the acid 
base balance of the body. Since they can be 
cheaply produced, they should replace the ant- 
acids now in use. 



The Preparation of Photographs 
for Publication 


A Scientific Exhibit From 
S. J. McComb 

Photographic Dimsio/2, Mayo Clinic, 
Rochester, Minnesota 


A critical appraisal of reproduction of photographs in the biologic field often 
reveals a serious lack of quality that all too often impairs the illustrative value of such 
reproduction. A medical illustration, specific and informative in nature, requires the 
utmost care in preparation to achieve the purpose for which it was made. 

Successful reproduction depends on photographs of high quality. Faults in 
preparation or errors in technic lend themselves to improvement or correction rather 
simply in most cases. The main factors influencing improved photographic quality are: 
(i) accurate focus; (2) backgrounds suited to the subject material; (3) suitable lighting; 
(4) subordination of distracting elements; (5) elimination of non-essentials; (6) print- 
ing paper of proper contrast; (7) correct printing exposure, and (8) full development. 

As diis material was originally presented as an exhibit, the exhibit format will 
be retained in this somewhat expanded review of these factors. 


Accurate Focus 

Factual recording is basic to all biologic photographic illustration, and sharpness 
of focus is essential to factual recording (fig. i). Sharpness in an illustration depends 
on accurate focusing and freedom from camera or subject motion. A constant complaint 
of editors is tlie receipt of fuzzy, out-of-focus pictures to illustrate an article. Such 
pictures, when used, actually detract from a paper because diey cannot hold the attention 
of the reader. 

Aids to obtaining sharp focus are ground-glass focusing, a tripod for supporting 
the camera, and a small lens aperture to increase the depth of field. Focusing is usually 
done at full lens aperture and by selecting the most important aspect of the subject to 
be in the plane of critical focus. Stopping down the diaphragm increases the sharpness 
of near and far points, that is, depth of field. Far depth is greater than near depth.^ 

Sometimes a compromise must be effected between lens aperture and illumina- 
tion, as an unduly small aperture requires a long exposure or a great intensity of light. 
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FIGURE 1 



Left. Lack of sharpness on point of chief interest detracts from illustrative value 
and fails to hold attention of the reader. Right. Good definition throughout the 
entire subject area maizes this an interesting illustration. 



Left 

Lack^ of sharpness 
in photograph. 

Right 

Use of a small lens 
aperture and in- 
creased light inten- 
sity has obtained 
greater over-all sharp- 
ness than is present 
in photograph op- 
posite. 
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Left 

Lack of sharpness 
obscures the detail 
necessary for the in- 
terpretation of this 
photom icrograph. 
Sharpness and good 
definition are essen- 
tial for making good 
photomicrographs. 

Right 

Sharpness and good 
definition in photo- 
micrograph of same 
section shown ^ op- 
posite. ^ 
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fl. Extreme angle lighting with «/ 

lighting results in a pleasing illustration that instance, d. Cross 

, ion’ was used to prevent shadows from blocking. 
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While ground-glass focusing is not an essential in biologic photography, it 
offers enough advantages to make it almost a “must.” Since the majority of photographs 
are made at less than normal lens-to-subject distances, very accurate focusing is necessary. 

Lighting 

Proper lighting is second only to sharp focus as a requisite for biologic illustra- 
tion (fig. 2). In simulation of natural lighting, the main light source should be from 
slightly above the subject so that the shadows will fall below and thus create a bit of 
modeling. In general, harsh lighting effects should be avoided. Balanced lighting is 
recommended for most clinical material. One light may be placed close to and higher 
than the camera, and a second light may be placed at about camera height on the other 
side and slightly farther from the subject. This arrangement will result in an evenly 
illuminated photograph with just enough modeling to show all features effectively. 

Single flash lighting may he used with the light source close to the lens axis and 
slightly above it for even illumination of the subject. 

Familiarity with basic lighting principles will soon disclose that angle or side 
lighting may be used to advantage for accentuated modeling, provided sufficient general 
illumination is used to prevent excessive contrast or blocking of shadow detail. 

Backgrounds 

In monochrome photography, it is essential to obtain separation of the subject 
from the background by tonal difierence. This can be accomplished by proper choice 
of background (fig. 3). 

In general, light subjects are best photographed with a dark background and 
dark subjects arc best photographed with a light background, although the size at which 
the subject is photographed occasionally will influence tlie choice of a background. For 
example, considering only patients, a full-length view looks very well before a dark back- 
ground, whereas a facial view only is best before a medium gray background. 

A background of a neutral gray is very adaptable, as the intensity of light reach- 
ing it determines the tone, which can be varied from light to dark gray. In relation 
to a subject, simply varying the background to subject distance will achieve this. With 
the neutral gray background well removed from the subject, less light reaches it; as a 
result, the background will be darker in the finished photograph. 

I have avoided the terms “black” and “white” with reference to backgrounds, 
particularly for patients. They are often responsible for detrimental side effects. A white 
background, placed close to tlie subject, is often responsible for a “kick back” of light 
on the edges of the subject, while with a black background some portions of the picture 
area have a tendency to blend in with the background. 


Distracting Elements 

It frequently happens that distracting elements are included in a photograph 
either by accident or of necessity. Jewelry is particularly distracting because it causes 
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Left. Good separation of patient from background. Center. Variation in tone of 
backjground produced by increasing the distance between the patient and the back_- 
ground. Right. Good general appearance but the dark areas of the skin tend to blend 
with the dar\ background. The remedy is to use a lighter background or a strong side 
light to produce better demarcation of the edges of the legs. 
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reflections which attract attention to themselves. Clothing of distracting color or pattern, 
dressings, backgrounds and even shadows are other elements that may cause trouble. 

The remedy, of course, is to be aware of distracting elements at the time the 
photograph is made and to take care of the matter at the time (fig. 4). Jewelry may 
be removed, as may outer clothing. A simple draping of suitable material over the 
clothing may improve the illustration. Sometimes it is possible to eliminate distracting 
features by trimming of the print. 

Dressings may be removed and the involved area cleaned. If it is not advisable 
to remove them completely, they may be folded back and the area draped with towels 
or other suitable material. 

An inclusive photograph of large rooms such as laboratories or wards, often 
may be improved by a change of viewpoint which will minimize, if not altogether 
eliminate features which would prove objectionable. 


Printing 

Technically good prints are the result of correct exposure on the proper grade 
of paper (fig. 5). 

While correct lighting and exposure in negative making cannot be too strongly 
emphasized, it is the finished print that determines the quality of the reproduction. 


FIGURE 5 


of brilliance and low tonal range re- 
sult from the use of a paper of low contrast. 


Chalky highlights and dense shadows cause 
a general loss of modeling. Paper of too great 
a contrast was used. 
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figure S (Continued) 
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A good range of tones from highlights to Underexposure, usually accompanied b\ 

shadows that will reproduce well. The print- forced development, produces a gray, fiat, 

sng paper was suited to the negative. wea^ print entirely unsuited for reproduction. 



Overexposure results in a muddy, some- Proper exposure and development produce 

times mottled print which has poor tone and a print tvhich has good detail tharoughout. 

is ladling in brilliance. 
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Many good illustrations suffer loss of quality by faulty technical handling in the photo- 
graphic printing process. 

The ideal print is one that correctly reproduces in their proper relation and 
depth all die variations of light and shade of the original. It is the result of the success- 
ful combination of proper exposure time on the paper best suited to the negative. Paper 
contrast determines the range of tones in a print and exposure time controls the density 
of the print. A paper that is of low contrast, that is, too soft for a negative, yields a print 
of short tonal range which lacks contrast and brilliance. Conversely, chalky highl ghts 
and dense shadows result from use of a paper of high contrast. It must be borne in mind 
that it is the full range of middle tones that reproduces best. 

Exposure and development are so interrelated that one cannot be considered 
without the other; however, if recommended development time and temperature are 
adhered to, errors due to these factors can be eliminated, and only the exposure factor 
need be considered. 

Underexposure records only the gradations in the thin portions of the negative 



Above. Showing the entire face in 
photographing a lesion of the tongue, 
for example, is not necessary or ad- 
visable. Upper right. Trimming to 
the area of interest serves to concen- 
trate attention. Lower right. A bet- 
ter treatment is to enlarge the area 
of interest. 
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Contact prints simply mounted together for a layout. 
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and results in a flat, weak print. If an underexposed print is forced or given prolonged 
development, fog results. Overexposure produces a print that has a general muddy 
appearance, flattened highlights and smudgy shadows with no detail. Underdevelop- 
ment does not correct overexposure. The end result of such treatment is a mottled, 
muddy print entirely lacking in brilliance. 


Trimming Prints 

Trimming prints, like the editing of movies, is done far too infrequently. The 
inclusion of excessive area or unnecessary surroundings in medical photographs is one 
of the major complaints of editors (fig. 6). 

Attention should be centered on the point of interest by including in the repro- 
duction only that which is necessary to illustrate properly the point being made. This 
is done initially by proper photographic technic or subsequent enlarging, and secondarily, 
by proper trimming of the print.* 

In general, only sufficient surrounding area for purposes of orientation is neces- 
sary. Trimming to the essentials serves to concentrate attention and lends force to an 
illustration. It is similar to viewing a microscopic field at a higher magnification. 


Grouping of Prints of Related Material 

The grouping or combining of prints in a layout can contribute to an improved 
effect (figs. 7 and 8). There is economy of plate cost and economy of space. The repro- 
duction is neater in appearance and the over-all size may be increased. There are dangers 
in this practice, however. The first point to consider would be to secure editorial 
approval of the layout principle. In arranging a layout, the proportion of tlie journal 
page must be taken into consideration for maximal utilization of the page space. 

A contributing factor to over-all appearance is uniformity of backgrounds. Each 
unit in a layout should be properly identified as to its top, the article it accompanies 
and its position in the layout. It should be lettered to correspond with the legend. 

An alternative method for actually mounting the prints in a layout is to indicate 
on a transparent overlay how the individual pictures should be placed. 


Reference 

/. Gtbsojj, H. L.: Depth of Field ;;; siledical Photography. M. Radiog. and Photog. 22:22-28, 1^46. 


*Some editors prefer to do their own trimming of prints for publication. Here again, a 
transparent overlay on the print, bearing suggested trimming mar\s, is useful; or guide mar\s 
may be placed at the edges only to indicate the area to be used. 



Book of the Month— A Report 

SKIN MANIFESTATIONS OF INTERNAL DISORDERS* 


I N THIS work, Dr. Wiener has attempted to 
bridge the gap between internal medicine and 
dermatology. Dr. Wiener is a dermatologist and 
his approach to the problem therefore is that of the 
specialist in his field. He is interested in the derma- 
tologic aspects of internal diseases in this book, not 
in the related topic of visceral aspects of skin con- 
ditions. Thus the skin changes in such conditions 
as endocrine disturbances and infections are con- 
sidered while psoriasis is not mentioned. He has 
obviously aimed his text at internists and related 
practitioners of medicine rather than writing for 
colleagues in his specialty. 

Dr. Wiener is the dermatologist for Mt. Sinai 
Hospital, Deaconess Hospital, and St. Michaers 
Hospital, Milwaukee, Wisconsin. From the rich- 
ness of his foreign references, especially German 
references, it is evident that he is thoroughly fa- 
miliar with the European contributions to skin 
disease. He has drawn heavily upon his experience 
in German clinics for his descriptions and illustra- 
tions of dermadromes, a term coined to mean skin 
manifestations of internal disorders. He does not 
include a consideration of syphilis in his treatise 
and he defends this omission in his preface, explain- 
ing that this disease represents an entire division 
of medicine. He docs however consider cutaneous 
tuberculosis and related dermatoses. 

Included in the chapter on dermatoses with 
claimed but still controversial tuberculous etiology 
are his discussions of Bocck’s Sarcoid and lupus 
erythematosus. This reviewer is disappointed in the 
sketchy consideration of the internal aspects of 
these diseases in spite of the fact that the topic set 
for this book is “Skin Manifestations.” One would 

•Skin Manisfestations of Iinernal Disorders, By Kurt Wiener. 
Derinatolofiist, Mount Sinai Hospital, Deaconess Hospital, 
Saint Michael’s Hospital, MiUv.iukcc, Wis. Cqo pages, with 386 
test illustrations and 6 color plates. C. V. Mosby Company, St. 
Louis, 1947. Price S12.50. 


expect fuller treatment for two such prime exam- 
ples of diseases in which the skin and the internal 
organs share heavily in the division of pathology 
affecting them. The chief criticism of this book is 



Figure 308. Lymphatic leukemic tumors. (Cour- 
tesy Dr. M. jessnet.) 


that in attempting to cover the topic the author 
set for himself, in important points the cover is 
stretched thin. 

However, there is no doubt that there is much 
fruitful knowledge in Wiener’s book for physi- 
cians whose main interest in the human body lies 
under the skin. There arc many esoteric manifes- 
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Table VI. Hemorrii.agic Diseases 
('ompikd After Quick, Hadcn and Other Sources 
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Figure 337. Congested veins in carcinoma of the 
esophagus. 


tations of disease that appear in the skin and Dr. 
Wiener is ingenious in discovering an amazing 
variety for inckision in his work. He has included 
many rare diseases and tropical conditions that 
are not seen in this country. 

In his discussion of endocrine diseases one won- 
ders whether the author is not claiming too much 
for the field of skin diseases. Certainly tlic descrip- 
tion of the skin changes in hyperthyroidism does 
not add significantly to the sum of knowledge of 
this disease. He writes of thyrotoxicosis: “The skin 
is moist, warm, and rosy hut the color is unstable. 
The elevation of the temperature is roughly pro- 
portional to the increase in the metabolic rate. . . . 
The patients usually complain of excessive warmth 
and like to sleep with the limbs uncovered.” Al- 
though what he is describing is absolutely obvious, 
there is a certain value in calling attention to these 
patent signs. It emphasizes the fact that the skin 
plays an important role in general diseases; that no 
general c.xamination is complete without inspection 
of the skin. 

Study of Wiener’s text will direct attention of 
internally minded physicians to the surface of the 
body not primarily for the diagnosis of skin con- 
ditions but rather for appreciation of the condiriuns 
which form the title of this hook. 

Texts on skin lend themselves well to illustra- 
tion. This book is no exception. There are six beau- 
tifully executed plates in color, and black and white 
illustrations on alm6st every’ page. There arc also 
seven tables one of which is reproduced here. 


NOTICE 

Applications for Part 1 of the examination of The American Board of Orthopedic Surgery 
must be received by the Secretary, Dr. Francis M. McKccvcr, ri 36 West 6 th Street, Los Angeles 
California, not later than January 15 , 1948 . 

Information relative to examining centers and dates will be announced at a later date. 

THE AMERICAN BOARD OF ORTHOPEDIC SURCB^Y. Inc- 
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ELLIOTT CARR CUTLER* 


O NE of the great surgeons of our time at last 
has answered the summons of the Great Physi- 
cian. There was a cruel want of urgency in this 
summons. The Angel of Death first came to notify 
General Cutler during the last days of the war in 
Europe, but he was too absorbed in his military 
duties to attend to any such personal business. She 
was reasonably patient until his work in Europe 
was finished; but, upon his return to the United 
States in August, 1945, she became so insistent that 
he went to his old friends in the Peter Bent Brig- 
ham Hospital for examination. 

After this examination, no longer could her 
presence be denied or her message misunderstood. 
Elliott greeted her calmly, with the unfailing cour- 
tesy that characterized all of his personal relations. 
From that moment on, he lived with her by day 
and by night, never complaining of her presence, 
never whimpering from the pain that she. intensi- 
fied progressively, always resisting her impetuous 
demands for greater haste. 

Death is one experience with which familiarity 
rarely breeds contempt. To face death bravely for 
two years, with full knowledge that there can be 
no escape — only a brief reprieve — requires a de- 
gree of courage with which few men are endowed. 
General Cutler’s life has been an inspiration to 
many of his associates, but never was it more in- 
spiring than during these last few months. He con- 
tinued to work with zeal undiminished, and he 
contributed enthusiastically to plans, of which the 
pleasure of execution he well knew would be denied 
him. The intolerable pain he suffered was apparent 

"Reprinted from Military Surgeon, October, 1947. 


only in deepening lines in his face which his cheer- 
ful smile could not erase. His back bowed and his 
steps lagged, but never his spirit faltered. He was 
conquered, but he never surrendered. Old disagree- 
ments, old discords, even old enmities, gave way 
before this example of courage and of self-sacrifice 
rarely equalled; and all who knew him in these 
last days will remember him only with admira- 
tion and affection. 

Elliott Carr Cutler was born in Maine of rugged 
colonial ancestry. The foundation of his character 
was formed of the austere virtues of the tough 
stock from which he sprang; but upon this for- 
bidding rock he built a personality distinguished 
by kindliness and loyalty to his friends. An innate 
honesty often compelled his professional judgments 
to be severe; but wherever possible, they were 
softened with praise of other qualities. His high 
ideals and his devotion to duty made him, in his 
younger and formative years, somewhat intolerant 
of mediocrity; and this occasionally brought him 
into conflict with others. But the years brought him 
the wisdom that recognizes the impossibility of 
universal perfection, and a tolerance for human 
weakness that fell short only of abridging his high 
principles. He required a lot of knowing, did El- 
liott Cutler; and casual contact rarely revealed the 
true fineness of his character. 

His professional career was one of high distinc- 
tion. Educated at Harvard, he received most of his 
surgical training under Harvey Cushing. As a 
young medical officer in World War I, his service 
was of a quality that earned for him the Distin- 
guished Service Medal, an unusually high award 
for so young a man. In 1924, he was called to 
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Western Reserve University as Professor of Sur- 
gery; and, eight years later, his alma mater recalled 
him to succeed his famous teacher as Moseley 
Professor of Surgery, a position which he held 
until his death. 

13ut his greatest contribution to his fellowmen 
was made in World War 11. Shortly after Pearl 
Harbor he re-entered the Army, and was sent to 
the European Theater of Operations as the Chief 
Consultant in Surgery. His wisdom and his wide 
experience made him invaluable. His inexhaustible 
energy became proverbial among his fellow officers. 
He organized, he planned, he criticized, he praised. 
He was here, he was there; and he invariably 
subordinated his personal comfort and the pre- 
rogatives of his position to the task at hand. It was 
the end, not the means, that was important to 
Elliott Cutler, and this was one measure of his 
greatness. To him, more than to any other man, 
is due the credit for the fine medical care given 
the wounded in the European Theater. His tan- 
gible rewards were pitifully inadequate — elevation 


to the rank of Brigadier Genera!, and the a’vards 
of an Oak Leaf Cluster for his Distinguisheil Serv- 
ice Medal and the Bronze Star Medal. Foreign 
governments were pleased lo honor him, and 
learned societies, both abroad and at home, hon- 
ored themselves as well ns him in conferring their 
distinctions. But he placed a much higher value 
upon the gratitude of his patients and the devotion 
of his young subordinates. 

He gave his four sons to the service of his coun- 
try. He was terribly proud of them, and rightfully 
so. The loss of one of them would have grieved 
him deeply, but he would have regarded it as not 
too great a sacrifice for the cause in which they 
fought together. 

Surgeon, scholar, husband, father, American, a 
great gentleman has left us. He will he sorely 
missed, and few of us will be privileged to sec his 
like again. 

Paul R. Hawlev, 

^fajor Gerifral, US.A. Ret. 
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ETIOLOGY OF MONGOLISM 

I N A sampling study of some 14,000 births 
occurring over a thirteen-year period in 
Massachusetts, Beidleman found that mongol- 
ism occurred in 3.4 per thousand live births. Pro- 
jection of these figures from Massachusetts to 
the country as a whole suggests that there are 
about 7,000 mongoloid babies born each year in 
the United States. 

Many theories of causation have been pro- 
posed. Relatively advanced age in the mother has 
been suggested. Recently because of studies on 
maternal rubella and its apparent relationship 
to the development of anatomic defects in the 
infant occurrences during fetal life have re- 
ceived attention. 

Ingalls has recently reviewed the evidence 
concerning the possible effect of maternal disease 
on mongolism. He emphasizes the physiologic 
events pertinent to mongolism occurring in the 
sixth and ninth week of fetal life. For example, 
the persistence of ostium primum indicates that 
the septum primum and the endocardial cushion 
develop adequately until about the seventh week 
when they are arrested just short of fusion. The 
mystery of the association of the observed arrests 
of the middle phalanx of the fifda finger and 
those of tlie nasal bones with mongolism disap- 
pears, he says, when they are considered as 
synchronisms. 

Summing up the evidence which he has been 
able to collect, Ingalls says that there is satisfac- 
tory teratologic evidence that the times of 


origin of the developmental arrests, which 
characterize mongolism, synchronize at about 
the eighth week of gestation. Likewise, there 
is ample epidemiologic evidence of a significant 
association between maternal disease operating 
at about this period of gestation. 

If this genetic hypothesis is correct, it would 
seem apparent tliat there is no specific maternal 
factor involved but that more than one of sev- 
eral conditions could act in the same manner 
during this period of gestation. In addition to 
rubella, a high incidence of gestational hemor- 
rhage has been found to occur during this 
period among mothers of mongoloid infants. 
Lead poisoning and poor nutrition have been 
mentioned as additional causative agents. In- 
galls suggests that all of them may act through 
affecting the oxygen supply of the fetus with 
temporary starvation and accumulation of toxic 
metabolites. The theory as proposed suggests 
that the causative mechanisms leading to mon- 
golism operating at about the eighth week of 
fetal life are few in number, but tliat die causa- 
tive agents are relatively numerous. 

The theory proposed by Ingalls must be 
reconciled widi other evidence such as that 
which relates mongolism to a high maternal 
age. The latter could be explained dieoretically 
by a lessened ability of die older tissues to pro- 
vide oxygen to the fetus, or by their heightened 
susceptibility in later years to harmful agents. 
Whether Ingalls’ theory is correct or not, it is 
encouraging diat active studies on mongolism 
are taking place with increasing frequency. 
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VITAMIN D IN CUTANEOUS 
TUBERCULOSIS 

D uring the past five years or so, numerous 
European investigators have submitted evi- 
dence that vitamin D is effective in the treat- 
ment of cutaneous tuberculosis. Not too much 
attention has been paid these reports, because, 
for one thing, die disease is rather uncommon 
in this country. Nevertheless, the occasional 
case that the physician sees justifies mention of 
this apparently valuable therapeutic measure. 

A recent issue of T/ie Lancet carried a report 
of a symposium on the subject, which had been 
presented at the International Conference of 
Physicians in London. Nearly a dozen investi- 
gators voiced their opinions on the use of Vita- 
min D in cutaneous tuberculosis. 

Charpy, who has been working with the 
technic for seven years, administers 15 mg. 
(60,000 units) of the drug, in alcoholic solution 
twice weekly for four weeks, followed by the 
same dose weekly for periods ranging from 
four months to two years. Beneficial effects 
should be noted by the fifteenth day. If symp- 
toms of toxicity appear, the treatment should 
then be stopped. 

Various other investigators reported good 
results with similar treatment. Dowling has 
treated 44 patients since early 1946, of whom 28 
are now free of lupus. Lumliolt of Denmark 
reported cures in 80 per cent of his lupus cases. 
Grzybowski has seen a great increase in cutane- 
ous tuberculosis in Poland since the War. He 
has observed 5O0 new cases in six months; of 
100 cases which he treated, 69 are cured or 
nearly so, and another 26 have shown great 
improvement. Other investigators, including 
Gitken, Ingram, and Feeny were not convinced, 
from their studies, that vitamin D solved the 
treatment problem of lupus. 

Recently, Michelson and Steves, American 
workers, have reviewed the field and presented 
6 cases of their own. Their small number of 
cases, as well as the short period of obseiration 
(two to five months), does not justify any far- 
reaching conclusions. However, they do affirm 
that all of their patients, 5 of whom were old 
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cases that had resisted other forms of therapy, 
have shown an initial and progressive improve- 
ment. The American investigators believe that 
viosterol in oil is more effective than the alco- 
holic solution used by Charpy. Recommended 
dosage is 150,000 international units daily; a 
quart of milk likewise is consumed every day. 
Toxic reactions should be ivatched for, although 
Michelson and Steves regard the dosage herein 
recommended as considerably less than the 
toxic dose; however, various authors have re- 
ported reactions of greater or less severity. 

E. J. 

FOLIC ACID 

I T NOW appears that folic acid (which belongs 
in the vitamin B group) or its chemical re- 
lations, deserves an important place in the 
therapeutic armamentarium for certain of the 
anemias. The evidence is conclusive that folic 
acid is helpful in macrocytic anemias of chil- 
dren and in sprue which may be related by rea- 
son of a common origin in a deficient dietary. 
Whether true or not, folic acid deserves a place 
in the management of these conditions. 

The exact part which folic acid can play in 
other forms of anemia is not so certain. For 
example, early reports indicated that folic acid 
c.auses a rapid improvement in the blood pic- 
ture of pernicious anemia. Although this ob- 
servation has been confirmed, it also seems 
evident that folic acid docs not prevent the 
progress of pernicious anemia as effectively as 
liver preparations do. Some of the patients with 
pernicious anemia treated with folic acid alone 
develop signs of spinal involvement. For this 
re.ison, it would seem highly inadvisable to at- 
tempt to treat patients with pernicious anemia 
with folic acid exclusively, at least until the 
question has been solved as to why neurologic 
signs develop in the face of this treatment. 

Similarly, further work on folic acid in other 
types of anemia is needed. Thus, as is true with 
the introduction of almost any new therapeutic 
preparation, limitations and disadvantages in 
certain directions have been revealed, leaving 
behind a hard core of therapeutic usefulness. 
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DIABETES 

D iabetes is probably much more prevalent 
than has been commonly supposed. In 
1937 the United States Public Health Service 
estimated that in the continental United States 
there were 660,000 diabetic persons, about 0.37 
per cent of the population. Later estimates have 
been consistently higher. Marks estimates the 
number to be 675,000, and Joslin believes there 
are one million living diabetics in tliis country. 
Other writers, basing their estimates on selected 
groups of individuals, likewise have arrived at 
relatively high figures. 

Recently, the United States Public Health 
Service made its first community study of dia- 
betes. The object was to evaluate the various 
technics of case-finding, as well as to determine 
the prevalence of diabetes in a typical American 
community. Oxford, Massachusetts was the 
community selected; the population was 4,983, 


of which 3,516 persons were studied. The study 
was based on case history, urine and blood 
sugar tests, and dextrose tolerance tests. 

Seventy cases of diabetes were found, of 
which 30 were new cases, discovered in the 
course of this survey. This was a prevalence of 
2.0 per cent of all persons tested. Since probably 
every known diabetic person in tlie community 
was represented in this group, the incidence of 
2.0 per cent could not be accepted for the com- 
munity as a whole. However, extrapolation of 
the data from the tested cases, to include die 
1,400 untested persons, would yield for Oxford 
an incidence of 1.7 per cent. The survey re- 
vealed that for every 4 known cases, there were 
3 other previously undiscovered and unsuspect- 
ed cases of diabetes. 

This survey points die way to better and 
earlier recognition of diabetes. Earlier and more 
adequate care means fewer complications and 
deaths from this disease. 
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This Month in Medicine 


INSOLUBLE PENICILLIN 

T he “Romansky Formula” has been the best 
agent, to date, for prolonging blood levels of 
penicillin. Various investigators, however, have 
toyed with the idea of using insoluble penicillin 
salts to accomplish this effect. 

Recently, Monash has presented data which in- 
dicate that although many insoluble penicillin salts 
are inactive, they arc reactivated in vivo. As a con- 
trol, Monosh inoculated intramuscularly in a rabbit 
20,000 units per kg. of penicillin suspended in pea- 
nut oil. No readable blood levels existed after five 
hours. But similar injections of silver penicillinate 
yielded a blood level of o.o8 units per cc, at seven- 
teen hours and 0.3 units at twenty hours. 

Mercury penicillinate, ferric penicillinate, as well 
as insoluble organic salts of penicillin likewise are 
reactivated in vivo, and yield prolonged penicillin 
blood levels. 

SUGGESTED READING 

MoNAsit, S.; Use of insoluble penicillin salts for the pro- 
longation of penicillin blood levels. Science 106:370 (October 
J 7 ) 1947. 


MATERNAL NUTRITION AND 
THE INFANT 

T he Fifth International Congress of Pediatrics 
devoted a section to ‘‘Prematurity, the New- 
born, and Growth.” Congenital malformations of 
greater or less severity were shown to be produced 
in rats whose mothers were fed diets deficient of 
riboflavin or vitamin A. Other investigators pointed 
out that reduced birth weights and lengths attended 
the period of starvation in Dutch cities during 
1944 and 1945. 


One of the most interesting studies was that 
which correlated poor maternal diet with poor 
physical condition of the newborn infant. A group 
of 21^ pregnant women were studied. 

The majority of stillborn infants, neonatal deaths, 
premature infants, and infants with major congeni- 
tal defects were born to mothers whose diets were 
poor or very poor. Mothers on the better diets had 
fewer complications of pregnancy; their babies 
were healthier, heavier and longer, with better os- 
seous development, and in general, with higher 
pediatric ratings. During the latter part of preg- 
nancy the mother should consume at least 75 grams 
of protein daily. 

SUGGESTED READING 

Warkanv, <t al.i Congenita! malformations mducetl in 
nts by maternal riboRavin deficiency. Quart. Res. Pe<lt.-it. 2:41)3 
(August) 1947. 

■ - ■; Congcnit.nl malform.niions induced tn ran li\ ina 

tcrnal vitamin A deficiency. If'id. 

S.MiTii, C. A.: W.iriime undernutntion in pregnancy. Ihitf 
2:494 (August) 1947. 

Bt-’RKc, n. .S., e/ flJ.t Relation oi m.ntrrn.nl nutrition U> con* 
dilion of ncwlxirn infant. J/'id. 2:496 (August) 1947- 


JAUNDICE AND PLASMA 

I NDISCRIMINATE tmnsfusion of pooled blood or 
blood-products involves a risk that might well 
outweigh the advantages of the transfusion. Many 
months ago, evidence was presented that pooled 
plasma often contains the virus of homologous 
.scrum jaundice. Among some groups of war cas- 
ualties which had been treated with blood plus 
pooled scrum or plasma, as many as 10 per cent 
developed homologous scrum jaundice. In other 
groups of patients the incidence of jaundice rose 
to as high as 60 per cent. Deaths have been re- 
ported also. 
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In spite of the warnings that have been sounded, 
however, physicians continue to use pooled plasma, 
primarily because its life-saving properties are re- 
garded as more important than the risk of infec- 
tion. That great caution should be observed in the 
use of this material is emphasized once again in a 
recent article by Brightman and Korns. 

These investigators made a follow-up study of 
649 patients who had received transfusions of dried 
pooled plasma. Homologous serum jaundice de- 
veloped in 4.5 per cent of this group. During a 
seven-month period, at least 12 persons in upstate 
New York died of homologous serum jaundice. 
These figures probably illustrate, a condition that 
exists throughout the country, but which as yet 
has not been recognized and appreciated. 

SUGGESTED READING 

Editorial: Syringes, serum, and jaundice. Brit. M. J. i:8io 
(June 9) 1945. 

Maunsell, K.: Transmission of hepatitis during blood trans- 
fusion, Brit. M. J. 2:783 (December i) 1945. 

Grossman, C. M., and Saward, E. W.: Homologous serum 
jaundice following the administration of commercial pooled 
plasma. New England J. Med. 234:181 (February 7) 1946. 

Spurlinc. N., ct al.: The incidence, incubation period, and 
symptomatology of homologous serum jaundice. Brit. M. J. 
2:409 (September 21) 1946. 

Scheinberc, I. H., et al.-. Homologous serum jaundice. 
J.A.M.A. 134:841 (July 5) 1947. 

Brightman, I. J., and Korns. R. F.: Homologous serum 
jaundice in recipients of pooled plasma. J.A.M.A. 135:268 
(October 4) 1947. 


ONE-DAY SYPHILIS TREATMENT 

S INCE the days of Ehrlich, the physician and sci- 
entist have sought a one-day cure for syphilis. 
Arsenic, bismuth, fever, and various combinations 
of these therapeutics have been tried and found 
lacking. Recently, Bundesen and his associates 
sought to cure syphilis in one day by inoculating 
each of a series of patients with 10,000,000 units of 
penicillin. 

One hundred twenty-nine patients composed the 
series. All revealed dark-field evidence of primary 
or secondary syphilis. The 10,000,000 units of peni- 
cillin were administered by intravenous drip, over 
a twenty-four-hour period. The experiment was a 
failure. At least 61 of the patients relapsed, of 


which 51 relapsed in four months or less. Thirty-six 
of the 129 were not followed, but one may assume 
that several relapses occurred in that group, as well. 

The investigators point out that various schemes 
of treatment employing a total of 600,000 units of 
penicillin administered over a period of seven and 
one-half days, or 1,200,000 units administered in 
three and three-quarters days yielded results much 
better than were obtained by 10,000,000 units given 
in one day. 

SUGGESTED READING 

Bundesen, H. N., el al.: Therapy of early syphilis with 
massive doses of penicillin. Arch. Dermat. & Syph. 56:339 (Sep- 
tember) 1947. 


RUTIN AND ANAPHYLACTIC SHOCK 

C linically, the differences between true ana- 
phylactic shock and shock induced by hista- 
mine are scarcely recognizable. Investigators at 
Michael Reese Hospital, Chicago, however, have 
been able to differentiate the two phenomena 
through the use of rutin. This drug protects guinea 
pigs against the lethal effects of anaphylactic shock, 
but not against those of histamine shock. Rutin 
acts chiefly against capillary permeability. The in- 
vestigators therefore assumed that death caused by 
anaphylactic shock must be brought about through 
some deleterious alteration in capillary permeability. 
The exact role of histamine in anaphylactic shock 
cannot be assayed; but the authors suggest that 
rutin might prevent the liberation of endogenous 
histamine. 

SUGGESTED READING 

Raim.an. R. j. el al.: Effect of rutin on anaphylactic and 
histamine shock. Science 106:368 (October 17) 1947. 


TRANSMISSION OF LEPROSY 

T he mode of transmission and incubation 
period of leprosy are still subjects of debate. 
Particularly during recent years, the question has 
been asked as to whether leprosy can be produced 
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by inoculating contaminated material from a leper 
into the skin of an uninfected person. Several ex- 
periments, either purposeful or accidental, have 
been conducted, all of which have given negative 
or equivocal results. Consequently, a recent report 
of leprosy developing in two marines who had been 
tattooed by the same man in Melbourne, Australia, 
is of interest. 

Both the marines and the tattooer were drunk, 
when. the marines submitted themselves to be tat- 
tooed, in 1943. During the process, the drunken 
tattooei* broke several needles, but apparently the 
marines were feeling no pain, and the operator 
succeeded in producing a fairly ’ legible tattoo. 

Two and one-half years later both marines de- 
veloped leprous lesions at the site of the tattooing. 
The leprosy was of the maculo-anesthetic or tuber- 
culoid type. Biopsy and bacteriologic examinations 
confirmed the diagnoses. A third marine who was 
tattooed by the same tattooer,* but on a different 
day, has not, as yet, shown evidence of leprosy. 

These 2 cases provide evidence of the transmis- 
sions of leprosy by inoculation. 

SUGGESTED READING 

PoRRirr, R. J., and Owls. R. E.s Two simultaneous cases 
of leprosy developing in tattoos. Am. J. Path. 23:805 (Septem- 
ber) 1947. 


TELLURIUM POISONING 

T ellurium has become a most versatile com- 
ponent of many alloys of the baser metals. 
Consequently, cases of poisoning by this metal have 
appeared. While ordinary exposures to the dust 
and oxides of tellurium do not lead to serious 
toxic effects, when poisoning docs occur it is most 
protracted. The most notable complaint is an ob- 
noxious garlic-likc odor of the breath and sweat, 
which may persist for months. 

British anti-Lewisite (B.A.L.) appears to be as 
effective in controlling the symptoms of tellurium 
poisoning as it is in arsenic and mercury poisoning. 
One investigator injected 3 patients with B.A.L. 
in oil, 2.5 mg. per kilogram body weight, deep 
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intramuscularly into the buttock, every four hours 
for the first twenty-four-hour period, and every six 
hours for the second twenty-four-hour period. Sub- 
sequently, the men were treated on an ambulatory 
basis with one injection daily for six days. There 
were no side effects. The garlic-like odor disap- 
peared in a week or two. 

SUGGESTED READING 

Amdur, M. L.: Tellurium; .'iccidenul cx|'osurc and treat- 
ment with B, A. L. in oil. Occup. Med. 3:386 (April) 19.J7. 


FROSTBITE AND GANGRENE 

G angrene which results from frostbite may be 
prevented by the timely administration of 
heparin. Recent studies reported by Lange and his 
associates, on experimental animals, volunteers, 
and on patients actually suffering from severe frost- 
bite, have demonstrated that the heparin treatment 
of frostbite is based on sound rationale. 

Following exposure to cold, the red cells in the 
e.xposcd areas stick together and form occlusive 
masses. To a considerable e.vtent, at least, this is 
thought to be caused by an increase in capillary 
permeability, leading to a rapid movement of plas- 
ma from the capillaries. 

If heparin is administered within torty-eight 
hours after c.xposure, and continued for .seven to 
nine days, the red cell masses do not form. And 
since gangrene is dependent upon the formation 
of such masses, gangrene docs not occur under 
heparin therapy. Likewise, the plasma that escaped 
from the capillaries, and which ordinarily forms 
blisters and deposits of fibrin, is kept in a liquid 
and resorbable stale by the heparin. 

The 15 volunteers who were exposed to experi- 
mental frostbite, as well as 2 actual cases. of severe 
exposure to cold, demonstrated that heparinization 
prevents the formation of gangrene. 

SvoGrsTin Reaoikg 

L%vce. K., et .^l.: Fro«lrite; physlnlopy, futlioloKV ond 
iherapv. New Encland J. McJ. 217:3^3 (Scplcmhcf ii) 1947- 

R.W.C. 



Consultation Service 


This special consultation information service is offered as a regular monthly feature of Tost^raduate Medicine. 
Readers arc invited to call on this Service for answers to difficult medical problems from members of our Editorial 
Board best qualified to help. Each question will be answered by mail and those of- general interest will be pub- 
lished each month. Address all communications to Consultation Service, Postgraduate Medicine, 512 Essex Build- 
ing, Minneapolis 2, Minnesota. 


PENICILLIN FOR RHEUMATIC FEVER 

QUES710N : May peniciUiu be given prophy- 
lactically to rlieitinatic fever patients to prevent re- 
currences of upper respiratory infectious flareiips 
of the rheumatic fever? I have tried this with one 
patient using throat lozenges and he developed a 
painfttl glossitis. Was it due to the penicillin? It 
sttbsided alter I stopped the penicillin but I have not 
tried to start again. M.D. — Indiana 

ANSWER: The advisability of using penicillin 
orally for the prevention of upper respiratory infec- 
tions in rheumatic fever is doubtful. In the first place, 
the probability of developing resistant strains of 
bacteria is great, and this resistance may hamper 
treatment if serious infections occur later. In addi- 
tion to this objection there is to be considered the 
c/Tect of oral penicillin on the flora of the bowel, 
since the production of vitamins by bacteria may 
be interfered with. This may be a reason for the 
glossitis noted. The development of allergic reac- 
tions of the mucosa to penicillin is another possi- 
bility when it is used in this manner, 

GONORRHEA PROPHYLAXIS 

QUESTION : 1 recently heard a comment that 
silver preparations were outdated as gonorrhea 
prophylaxis for the newborn. If so, what is used in 
its stead? Penicillin— if so in what strength? Does 
not the U . S. Public Health Service mal{e a recom- 
mendation in regard to this matter? 

M.D. — California 

ANSWER; At present health departments have 
not to my knowledge altered the laws enforcing 
the use of silver preparations as preventive meas- 
ures in ophthalmia neonatorum. 


However, recent work on the use of penicillin, 
2,500 units per cc. in isotonic solution of sodium 
chloride, seems to indicate that the use of penicillin 
is preferable because it is more efficient and less ir- 
ritating than silver preparations. Sec Franklin, H. 
C.; Prophylaxis against ophthalmia neonatorum; 
clinical comparison of penicillin and silver nitrate: 
a preliminary report. J.A.M.A. 134:1230-1235 (Aug. 
9) ^947- 

ABSORPTION OF BEESWAX 

QUESTION: How long does the beeswax in 
ordinary penicillin in beeswax remain in the tis- 
sties? Does it ever provol{c a foreign body reac- 
tion when used? M.D. — Michigan 

ANSWER: Mixtures containing heeswax which 
have been injected subcutaneously or intramuscu- 
larly eventually have been completely ab.sorbcd in 
all instances thus far tested. As a rule in the prepa- 
ration of such mixtures, beeswax is diluted with 
either peanut oil or sesame oil. This dilution tends 
to hasten absorption. 

Microscopic examination at various intervals 
after the subcutaneous or intramuscular injection 
of mixtures of beeswax into animals has shown 
that the beeswax is soon broken up into small par- 
ticles and that the area rapidly becomes surrounded 
and infiltrated with inflammatory cells and foreign-; 
body giant cells. Suitable stains show that the 
phagocytic cells ingest the wax, apparently remov- 
ing it from the site of injection. This is in marked 
contradistinction to mixtures of paraffin, against 
which phagocytic cells and ti.ssue enzymes have 
little or no action. 

After beeswax has been injected, the inflamma- 
tory process as a rule has resolved completely by 
the end of one month or six weeks, and by this 
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time no indication of the injection remains. How- 
ever, in two of ninety-five instances in which quan- 
tities of beeswax up to 0.5 cc. were injected into 
human beings subcutaneously, a small fibrous 
nodule about half the size of a pea was palpable 
beneath the skin for some months after the injec- 
tion. In general, however, formation of fibrous tis- 
sue does not take place. 

PENICILLIN FOR FURUNCULOSIS 

QUESTION: In severe furunculosis how and in 
what doses is penicillin employed? 

M S). — Illinois 

ANSWER: In a patient with severe furunculosis 
penicillin may be given in any dose desirable from 
20,000 to 30,000 units every three to four hours or 
a single dose of 300,000 units may be injected each 
day for several days. In addition to this, of course, 
control of diabetes is one of the most important 
considerations as well as the possible administra- 
tion of some of the sulfa drugs, preferably sulfadia- 
zine, in a dose of i gm. every three or four hours 
for the first twenty-four hours followed by *4 gtn. 
every three or four hours. 

Lastly, the skin should be kept clean with fre- 
quent bathing with soap and water, followed by 
alcohol and local applications to some of the in- 
fected places. 

MENIERE’S DISEASE 

QUESTION: What is the proper dosage of po- 
tassium and which salts are used in the treatment 
of Meniere’s disease? Is it necessary to limit fluid 
intal^e if salt is restricted? 

M.D. — Cali fornia 

ANSWER: Potassium chloride and jwtassium 
nitrate are employed in the treatment of Meniere’s 
disease. Talbott and Brown recommend the use 
.of a 25 per cent aqueous solution of potassium 
chloride. One teaspoon contains about i gm. of 


salt and is given with water or other fluid six to 
eight times daily. A normal diet may be followed. 
Adson and Walsh recommend the use of 9 gm. of 
potassium nitrate (enteric coated tablets) daily for 
three days, then discontinued for two days, plus a 
low sodium diet. Ammonium chloride is also used. 
The treatment as outlined by Fursienberg, Lash- 
met and Laihrop consists of a low sodium diet 
and the administration of ammonium chloride, 3 
gm. with each meal in capsules (six capsules each 
containing 7I4 grains taken during the meal) daily 
for three days, then discontinued for two days. 
Water intake does not need to be restricted, but 
the excessive use of fluids is not advisable. 
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amyotrophic LATERAL SCLEROSIS 

QUESTION: I am now treating a patient who 
is suffering from amyotrophic lateral sclerosis. I 
would appreciate it if you would send vie any in- 
formation that you may have concerning this 
particular illness and its treatment. 

M.D. — Maryland 

ANSWER: Amyotrophic lateral sclerosis is a 
disease of the central nervous system of unknown 
causation, and up to the present no satisfactory 
treatment has been devised. Almost always the 
disease is relentlessly progressive, and terminates 
fatally. From a practical standpoint, it is some- 
times confused with syphilitic amyotrophy. For 
that reason, we believe that examination of the 
cerebrospinal fluid in order to exclude ncurosyphilis 
is indicated. 



What Other Editors Think 

Editorial Evaluation of Current Contributions To Medical Progress 


AUTONOMIC BLOCKADE 

I X 1945 Acheson and Moe demonstrated that in 
animals the tetraethylammonium ion would 
block transmission o£ nerve impulses through 
autonomic ganglia. This has led to extensive in- 
vestigations o£ the effect o£ this drug in man. 

The drug is used in the form of the bromide or 
chloride and its pharmaceutical action in the ex- 
perimental animal has seemed to be repeated in 
the tests in the human being. When administered 
parenterally to animals, the most prominent effect 
of the drug is its ganglionic blocking action. There 
is a rapid fall both in systolic and diastolic blood 
pressure which is not the result of the direct action 
of the drug upon the arterioles. Peripheral blood 
flow to the extremities is increased as demonstrated 
by exact skin temperature and blood flow determi- 
nations. In addition, there is dilation of the pupil, 
loss of accommodation, cessation of sweating, dry 
mouth, and postural hypotension for varying 
periods of time following the injection of the drug. 
Gastrointestinal modlity is stopped and atony of 
the bladder is recorded as well. 

The pain of angina pectoris and coronary throm- 
bosis is obliterated following the injection of the 
drug in spite of a possible decrease in coronary 
blood flow and a definite further fall in blood 
pressure. Other types of visceral pain are likewise 
ameliorated. Clinically, Berry and his group could 
demonstrate no action of the drug in a sympathec- 
tomized extremity, whereas evidence of sympa- 
thetic block can be demonstrated in a normal 
control extremity in the same individual. 

From work in the experimental animal, it seems 
clearly demonstrated that the site of action of the 
drug lies in the autonomic ganglion itself. This 
will produce then an “autonomic blockade” for 
varying periods of time. 

In the presence of marked organic changes in 


the blood vessel wall, as in arteriosclerosis or 
thrombo-angiitis obliterans, the vessel may be in- 
capable of undergoing dilation. However, if the 
blood vessel is capable of vasodilation (suggesting 
no organic changes in the blood vessel wall) cer- 
tain disease states caused by vasospasm (which re- 
fers to an abnormal degree of vasoconstriction of 
the blood vessels) may be diagnosed. These are 
manifested clinically by the signs and symptoms 
of coldness, hyperhidrosis, rnild cyanosis and pain. 
The new drug has been used to establish an 
“autonomic blockade” thus setting up a temporary 
paralysis of the ganglia of the autonomic nervous 
system to determine whether the disease state is on 
the basis of permanently damaged blood vessels or 
whether the functional element of vasospasm is re- 
sponsible, with vascular structures which are es- 
sentially normal. 

The clinical use of tetraethylammonium ion for 
diagnostic and therapeutic autonomic blockade has 
been carefully worked out. It is not without dan- 
ger, however. Considerable effort must be given 
to establishing the proper dosage for the individ- 
ual patient, using progressively larger test doses. 
The intravenous dosage ranges from 100 mg. to 
a maximum of 500 mg. (i to 5 cc.). Injection is 
made over a period of several minutes, with con- 
stant observation of pulse volume and the general 
reaction of the patient. Any untoward reactions 
mean discontinuance of the drug immediately. 
The intramuscular route is not quite as rapid and 
is probably a little safer in general. 

In elderly patients with advanced arteriosclerosis 
or in labile patients .with functional vascular dis- 
ease lesser amounts are required to, produce the 
desired blockade. Experience with the reaction 
of the patient to the injection of the drug is 
found most helpful in subsequent administrations. It 
is very rapidly excreted and no cumulative effect 
of the drug has been reported. Daily injections 
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over a considerable period of time seem to be en- 
tirely safe, one patient having bad as much as 
46,000 mg., used over a period of six 'weeks. 

The value of the drug seems to fall in general 
into three groups. As it is now understood it is not 
for use over long periods of time in the hyperten- 
sive patient. This must clearly be stated— that at 
this stage of our present knowledge it is not the 
treatment for hypertension. 

The drug’s first usefulness seems to be in dif- 
ferentiating those patients who have little organic 
vascular disease and whose problem is largely one 
of vasospasm with the deranged tissue metabolism 
incident to chronic tissue anoxia. Hence, it aids in 
selecting those who are satisfactory candidates for 
sympathectomy as a surgical procedure. On the 
other hand, even though the drug demonstrates 
hopeless organic changes in the blood vessel walls, 
nevertheless a considerable subjective and even 
clinical relief has been reported from its use. Its 
hast action seems to be one of giving an effective 
instrument for investigating the functions of the 
autonomic nervous system in the human body. 
This latter phase is in progress quite extensively 
and with excellent results. 

The Western Journal of Surgery, Obstetrics and 
Gynecology, Robert N. Rutherford, MX)., Rxecu 
tive Editor, p. ^18, September 1947. 

ALLERGY TO INFLUENZA VACCINES 

V ACCINES used for the prophylaxis of virus and 
rickettsial infections usually consist of suspen- 
sions of infected animal tissues in which the virus 
is cither killed or attenuated. In recent years, tech- 
nics have been developed for the propagation of 
many viral and rickettsial agents in the tissues or 
fluid cavities of embryonatcd hens’ eggs. 

The simplest virus vaccine and the one that is 
now used most extensively in human beings in this 
country is the one containing influenza A and B 
vjruses. Since these viruses grow abundantly in the 
allantoic fluid of the developed egg, this fluid is 
the source of the virus that is used for the vaccine. 

The virus is concentrated by various methods, 
which involve either adsorption by and elution 
from embryonic erythrocucs or a similar procedure 


using other adsorbing agents. Centrifugation and 
resuspension and, more recently, concentration and 
purification by means of methyl alcohol have been 
used in attempts to reduce the amount of egg 
protein in the final virus suspension. None of these 
methods have rendered the vaccines entirely free 
of such protein, however, although the last pre- 
sumably removes all but an extremely small 
amount. Formalin is used to inactivate the viruses, 
and other preservatives are added before the vac- 
cines are released for human use. 

The possible effects of injections of influenza- 
virus vaccines in sensitizing the recipients to egg 
protein and in eliciting allergic reactions in chil- 
dren already sensitive to this protein were sum- 
marized recently by Ratner and Untracht. Studies 
of their own, in which such tests were done with 
influenza A and B vaccine in a group of io8 aller- 
gic children, were reported. 

Definite sensitivity to egg white and to vaccine 
was found in n of the patients, but only 5 were 
regarded as “sensitive enough to warrant circum- 
spection and caution in the use of the vaccine.” It 
was calculated that serious egg allergenicity could 
be expected in about 1 in every 200 children, and 
probably somewhat Jess often in adults. 

To safeguard the seriously sensitive persons, it is 
not sufficient to obtain a history of allergy to egg, 
for often this is vague. A test dose of vaccine should 
be given before each and every prophylactic in- 
jection, and perhaps a test should also be made 
with egg white. If both or cither is strongly posi- 
tive, the patient is seriously sensitive and vaccine 
should be withheld. Vaccine should be withheld 
unconditionally, if a systemic reaction results from 
the test dose. 

Thirty-nine patients gave only suggestive reac- 
tions to one or more of the egg proteins. These 
children were mostly 8 to 13 years of age and were 
considered to have moderate to mild sensitivity, 
which at the lime was probably not of clinical sig- 
nificance. Some of these suggestive reactors were 
discovered to be sensitive to formaldehyde and not 

to egg- 

The authors expressed the belief that a history 
of allergy per se is of no significance, since allergic 
persons without specific sensitivity to egg protein 
are no likelier to have a reaction from the vaccine 
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than are nonallergic persons. Furthermore, they 
are of the opinion that a lack of history of this 
sensitivity to egg is of debatable value, as sensi- 
tivity was occasionally demonstrated in such per- 
sons by skin reactions and even by constitutional 
reactions to injected egg protein. 

Ratner and Untracht do not mention the in- 
creased danger of reinjection in such cases, a pos- 
sibility that should be seriously considered. The 
immunity following the injection of influenza vac- 
cines is short-lived, and the danger of frequent 
reinjections must be weighed against the possible 
benefits. Two recent developments may help to 
minimize these dangers. The first has already been 
mentioned — the perfection of vaccines from which 
most of the protein has been removed. The second 
is the demonstration of antibody responses to sin- 
gle intracutaneous injections of o.i cc. of vaccine 
that are similar or superior to those resulting from 
single subcutaneous injections of i cc. of the same 
vaccine. Possibly intracutaneous vaccination will 
prove effective even with diluted virus, in which 
case the amount of foreign antigenic protein may 
be reduced still further and vaccination may then 
be undertaken repeatedly with safety. Only the re- 
sults of a large and controlled experience will prove 
whether these possibilities are attainable. 

The New England Journal of Medicine, Robert 
N. Nye, M.D., Managing Editor, Vol. 257, p. 6^, 
J947. 


NURSING EDUCATION 

W HENE\'ER a social situation becomes pressing 
we may look for the advocates of nostrums 
and cure-alls, often more deadly than the disease. 
The present shortage of nurses results from var- 
ious causes, among which economic factors are of 
major importance. 

It is not surprising — though it is unfortunate — 
that this situation has tempted various committees 
of eminent surgeons and internists to rush into the 
breach with the happy idea that the remedy can be 


found by shortening the nurses’ training course 
and returning to, the low standards which pre- 
vailed a quarter century ago. 

The unfortunate thing about recent pronounce- 
ments of medical committees is their repercussions 
on the reputation of the medical profession itself. 
The prestige of tlie physician must rest on the re- 
spect which the public feels for the medical expert; 
and when the medical expert assumes the right to 
dictate in a field where he is not an expert, he de- 
stroys the confidence of the public in his wisdom 
in his own area. 

Education is a highly technical problem, and the 
distinguished practitioner of medicine may be — 
and commonly is — a layman in the educational 
field. The subject of nursing education happens to 
have been explored in two exhaustive studies in 
which educators, nurses, hospital administrators, 
physicians, and public health experts cooperated. 
The reports of these studies have been universally 
accepted by all competent authorities. They rightly 
form the basis for our present program of nursing 
education. For the practitioner of medicine to ig- 
nore them is as ill-judged as it would be for a 
teacher to brush aside the accepted principles of 
medical science. 

There is, however, one related aspect of the prob- 
lem of nursing shortage on which the physician 
can, and should, make an important contribution. 
The training of the professional nurse is progress- 
ing along reasonably sound lines; and it has been 
found in all educational fields that the way to long- 
range increase in personnel is to raise rather than 
to lower standards. 

There are, however, real possibilities of supple- 
menting the work of the nursing profession by the 
employment of trained nursing attendants. How 
large the field may be for this type of subsidiary 
worker, and how that field should be defined, must 
be carefully studied. This is not a technical prob- 
lem of education but a problem of administradon. 
It should be analyzed by joint committees of health 
administrators and nurses in the public health field. 

A7nerican Journal of Public Health, Vol. P' 
1046, August 194"] . 



New Drugs 

Information published in this department has been supplied by the manufacturers of the products described 


STREPTOMYCIN HYDROCHLORIDE SQUIBB 

purpose: Treatment of tularemia; all H, Influenzae 
infections; bacteremia and urinary tract infections 
caused by E. coU, P. vulgaris, K. pncttmomae, A. 
aerogenes and Ps. aeruginosa: bacterial meningitis 
caused by these organisms or by B. paratyphosus; 
dysentery caused by Shigella (and Salmonella) when 
resistant to sulfonamides. 

description: The dried hydrochloride salt of the anti- 
biotic principal obtained from cultures of Strep- 
tomyces griseus. Potency expressed in terms of 
equivalent weight of the pure streptomycin base. 
Readily soluble in small amounts of pyrogen-free 
water or physiological saline solution in concentra* 
tions up to 250 mg. per cc. 

lvoications for use; Purpose. 

DOSAGE AND ADMINISTRATION: Preferably intramuscular* 
ly, also intrathecally. Inravenous injection contrain- 
dicated. One to four grams a day depending upon 
the severity, and type of infection, the patient’s age, 
and the response. 

How supplied: In two sizes of diaphragm-capped vials, 
containing the equivalent of i.o gm. or 2.0 gm. of 
the pure streptomycin base. 

producer: E. R. Squibb & Sons, New York, N. Y. 


*'TYROZETS” 

purpose: Prompt antibacterial treatment of throat and 
mouth infections. 

composition: Each lozenge contains tyrothricin i mg. 
and bcnzocaine 5 mg. 

Description: Tyrothricin demonstrates prompt anti- 
bacterial effect against gram-positive organisms com- 
monly encountered in infections of the throat and 
mouth. Benzocaine provides a soothing analgesic 
effect and quickly relieves throat irritations and dis- 
comfort. 

INDICATIONS FOR USE: Gram-positlvc infections of the 
throat and mouth, sore throats, following tonsil- 
lectomies and surgery of throat and mouth, throat 
irritations, prophylactic throat protection. 

dos.ace: One lozenge ever)' three hours. Lozenge 
should be dissolved slowly in the mouth to insure 
an adequate concentration of tyrothricin in the 
saliva. 


now supplied; Vials of 12 lozenges. 
producer: Sharp and Dohme, Philadelphia, Pa. 


DERMESTHETIC OINTMENT— CUTTER 

purpose: Immediate and prolonged relief from the 
itching of poison oak, poison ivy, industrial rashes, 
and other pruritic conditions. 
description: It combines benzyl alcohol, phenol and 
benzocaine to obtain triple-action anesthetic control 
of itching. Being greaseless, it can be removed easily 
and will not stain the skin or clothes. 
iNDic.ATioNs FOR USE: ft IS particularly valuable in re- 
tarding the spread of grease-soluble irritants, such 
as rhustoxins and oil-soluble industrial materials, 
which in dissolving lend to spread and increase the 
area of the rash. In addition to its anesthetic effect, 
Dcrmesthetic Oinimcnf is bacteriostatic, reducing 
the danger of secondary infection. 
producer: Cutter Laboratories, Berkeley i, Calif. 


THROMBIN, 1,000 UNITS, STERILE 

PURPOSE: Blood co.igulant. 

description: Thrombin is the natural blood clotting 
agent obtained from bovine blood as a sicrilc water- 
soluble white powder. Each vial contains: 

Thrombin 1,000 Units 

INDICATIONS FOR USE: In inducing clot formation and 
thus controlling hemorrhage from small vascular 
structures to which ligatures and clamps cannot be 
applied. 

administr.ation: Solutions of thrombin supplying 75 
to 100 or more units per cc. arc prepared by adding 
the calculated amount of sterile hoionic solution of 
sodium chloride or sterile distilled water to the dry 
sterile powder. These solutions may l>e applied 
direct to the bleeding surface. To secure hemostasis 
in brain tissue, meninges, or cut surface of any vis- 
cera, fibrin foam sponges or gcifoam (absorbable 
gelatin sponge) may lx: used to hold larger amounts 
of thrombin solution. 

CAunos': Thrombin solutions may not be infected. 

HOW supplied: 50 cc. vial. .Si.oo. 

producer: The Upjohn Company, Kalamazoo 99. 
Mich. 





Association Notes 


Having a presiden- 
tial get-together , at the 
Assembly dinner of the 
1947 meeting of the In- 
terstate Postgraduate 
Medical Association in 
Sr. Louis are (from 
left) : Dr. Carl F. 
Vohs, head of the St. 
Louis Medical Society 
and chairman of the St. 
Louis committee for 
the meeting; Dr. Her- 
man L. Kretschmer, 
president of the Asso- 
ciation, and Dr. James 
E. Paullin, retiring 
president. 



I'hoif, Coiiftrty Si, tcuii Clohr-Dnnorrol 



Couritty St. Louit Star^Timrt 


Dr. Edward L. Boriz 
(center), one of the 
speakers at the 1947 
Assembly of the Inter- 
state Postgraduate Med- 
ical Association, is 
shown with Dr. James 
E. Paullin (left), and 
Dr. Arthur G. Sullivan, 
managing director of 
the Association. 
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Frank O. Slaughter, m.d. 


A Biographical Sketch 


Dr. Frank G. Slaughter o£ Jackson- 
ville, Florida, nko takes over with this 
issue the column, AFTER HOURS, 
grew up on a farm in North Carolina 
and was graduated from Duke University 
at the age of i8, having become a member 
of Phi Beta Kappa at 17. He graduated 
from Johns Hopkins Medical School in 
1930, “with no distinction except learning 
a new off-color joke every day for four years.” From 1930-34 he was a member of the house 
staff at Jefferson Hospital, Roanoke, Virginia and was resident from 1932-34. He married 
Jane Mundy, a Roanoke nurse, in 1933; they have two children, Frank, Jr., 7, and Randy, 4. 

In 1934 he moved to Jacksonville and became a member of the surgical staff of the 
Riverside Hospital, a group clinic. He became a Fellow of the American College of Surgeons 
in 1938 and was certified by the American Board of Surgery in . 1940. . 

Entering active duty in the Army in July, 1942, as a major, he served three years at Camp 
Kilmer, New Jersey, in charge of surgery, sitting on disposition boards, and directing the 
activities of a debarkation hospital. Assigned as Commanding Officer of the U.S. Army Hos- 
pital Ship, Emily H. M. Weder in September, 1945, he was subsequently made Chief of the 
Surgical Service at the Station Hospital, Los Angeles Port of Embarkation when the ship 
was decommissioned. He was promoted to Lieutenant Colonel in March, 1944, and was 
discharged in March, 1946. He did not return to medical practice after his discharge. 

Beginning to write fiction as a hobby in 1935, Dr. Slaughter sold $12 worth of his work 
in the first six years. His first novel, THAT NONE SHOULD DIE, was published in 1941 
and was quite successful. It has been a best seller in England, Denmark, Norway and Sweden 
and is currently selling in France, Switzerland, Holland and Germany. There followed 
SPENCER BRADE, M.D., AIR SURGEON, BATTLE SURGEON, A TOUCH OF 
GLORY, and last year’s national best seller, IN A DARK GARDEN. His latest novel; THE 
GOLDEN ISLE, is rapidly achieving a best seller status. 

In 1946 he published a popular book on surgical progress, THE NEW SCIENCE OF 
SURGERY, and another on psychosomatic medicine, MEDICINE FOR MODERNS, has 
just appeared. 
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AFTER HOURS\ 


By FRANK G. SLAUGHTER, A/. D. 


“The times arc ominous indeed, ! 
. When quack to quack cries, 
‘Purge and bleed.’ ” 

So WROTE William Gobbet of Benja- 
min Rush's vigorous treatment of yellovV ' 
fever during the terrible cightecntlt- 
century epidemic in Philadelphia. Rush, 
although temporarily routed by the 
newspapermans attack, lashed back at 
Gobbet in the newspapers, in accord- 
ance with the custom of the times, and 
finally prosecuted him successfully for 
slander. A great hand himself with in- 
vective, Rush'" used many noms dc 
plume, fairly deluging the ntrwspapers 
with fetters and the public with tracts 
urging his treatment and belaboring 
those who dared oppose him. So great 
was his influence from this and other 
reasons that Flexner wrote {Doctors on 
Horschac^) ; 

Until the middle of the nine- 
teenth century most men who died 
on the North American continent 
had little Rushes standing by their 
bedside with lancets in one hand 
and rials of calomel in another. For 
their master taught heroic reme- 
dies. Nature was a devil to be l^ept 
out of the sickroom by a doctor who 
battled every symptom with a flam- 
ing sword. 

Benjamin Rush was also a master of 
public relations, with which we arc, 
'’^ 0 * much concerned today, even ; 
though our methods must, perforce, he 
somewliat different. Sadly wc must ad-, 
tmt that medical practice is no longer' 
exciting .as it used to be. Roredly dis-, 
pensing sulfadiazine, penicillin, and 
streptomycin, endlessly removing the 
appendix, gallbladder, and uterus, who 


among us does not long for the old d.a>s 
when medicine was indeed heroic and 
public relations were something one 
could set one's teeth into. Perh.ips we 
shall nc\er again know Uic joy of gird- 
ing up our loins, taking scalpel in hand, 
and supported by the mite Mercury, 
riding forth to joust wiili death. Nor 
may we any more, disagreeing with our 
colleagues as to the respective values of 
stump water and dried snakeskins, vio- 
lently lay hands upon our pens and ex- 
orcise these demons from die profession 
with vitriolic words, perhaps smiting 
them, as Gobbet did the followers of 
Rush, with the epithet of “clyster-pipc 
Dicks," or again telling sly little stories 
such as: 



The Frenchman taught hts hone 
to live without food, but just as his 
I education was completed, the poor 
thing died. So it is svith the patients 
of the bleeders; by degrees they ac- 
custom themselves to live without 
blood, but the moment the process 
is completed, they expire. 

i Medicine has indeed fallen upon evil 
I days when such pleasures arc denied us. 

Rektamin Rush not only pointed the 
way in public relations, he antedated by 
some hundred and seventy-five years 
the present fad of psychosomatic medi- 
cine. William Cullen of Edinburgh had 
already departed from the teachings of 
the master, Roerhave, and devised a 
system of his own. "Cullen contended," 
Flc.xner writes, "that a physician should 
control bis observations by his theory 
(thus antedating considerably Russian 
propaganda methods), for the mind is 
a more noble instrument than the eye. 
He demonstrated that ... all diseases i 
were due to disorders of the nerve force; | 
even gout was a neurosis." Rush went ; 
him one better and established only one 
disease and one source. Could tliis be 
the Libido of the psychosomatists? 

' But such precedence of theory over 
observation was dangerous, even for j 
I Rush, as is illustrated by a passage quot- 
I ed by C. K. Drinker from Rush’s "Ex- 
periments and Obscrs'alions on the Min- j 
I eral Waters of Philadelphia, Abingdon, 
and Rristol, Pa." When read before the I 
j American Philosophical Society in 1773- 1 
1 Rusli described a medicine spring in 


Philadelphia, which he recommended 
very highly, as follows: 

This water is found in a well, 
twenty-six feet deep, W Sixth Street 
near the comer of Chestnut Street, 
on a lot of ground belonging to 
lohn Laurence, Esq. The water, 
when it first comes from the pump, 
has a slightly faetid smell, is some- 
what turbid, and after standing a 
few hours exposed to the air, de- 
posits a yellow sediment. The 
smell of the water is tuo'eased by 
rest. It has a strong ferruginous 
taste. 

One of the later owners of the pam- 
phlet added this satirical margin note: 

The water lost its virtue within 
a few months after investigation 
owing to the contents of a neigh- 
boring necessary {privy). The well 
being exhausted on account of the 
quantity driinh, it was found the 
well communicated with the nec- 
essary which gave the smell and 
sediment. 

Life was truly exciting in those days, 
one of the hazards being drowning by 
falling in cesspools, several cases of 
wliich were reported. 



' We have a EOT TO I.F..SRN, though, 
from Rush and the followers of tlic 
supercharged Libido, for both preach 
the danger of botlled-iip emotions, 
and Rush showed the value of releasing 
them in words and with the pen. The 
disciples of Mind-and-Body tel! us that 
llie high incidence of ulcer and coronary 
disease among physicians results from 
the poor outlets for emotions provided 
by modern living and medical practice. 
Maybe it would help us to hark back to 
some of the customs of our medical for- 
bears, wlio poured out their scorn free- 
ly upon the heads of luckless brethren, 
instead of muttering darkly in our 
beards at medical meetings and over the 
lunch table. And what better solace for 
injured sdf-rcspcct than advertising our 
willingness tc» cure all comers for the 
small price of fifty ccnis a visit? Wc 
miglii live to a ripe old .Tgc and, spoon- 
ing pap to toothless gums, gripping niir 
whccldiatrs with p.Tlsicd hands, already, 
alas, beyond help of testosterone or 
wimpus, spend our years serenely cack- 
ling. "Those were the good old days." 
Truly an inviting pros{>cct. 
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AFTER HOURS CONTINUED 


Maybe you haven't heard department 
. . . About the aging Lothario who was 
courting a beautiful chorus girl. The 
chorine, feeling that she should be on 
the up and up with the old boy (this 
part doesn’t make sense but that’s the 
way it was told to us), warned him that 
her heart belonged to another. “That’s 
all right,” the oldster replied, “I never 
aspired that high." 

Or the man who had jemale 
trouble; he was married to a nag- 
ging wife. And also anent the in- 
stitution of marriage, a philosoph- 
ical friend of ours says, "You aren’t 



married to a woman more than 
six weel;s before she tbin\s she's 
as good as you are.” 

Speaking of . . . the Male Hormone, 
perhaps you’ve noticed that the phar- 
maceutical companies have now lower- 
ed prices on testosterone some twenty 
per cent. Any day now we can expect 
to see the startling news: 

"Now you can be a fifth more po- 
tent for the same price.” What other 
staff (how did that phallic symbol 


creep in here?) of life is now twen- 
ty per cent cheaper? Is this a sym- 
bol of a new era? Are prices finally 
beginning to fall? W e thinly not. It 
can only mean, according to the 
well \noivn laws of supply and de- 
mand, that the need for this pan- 
acea for human frailties has de- 
creased. Ergo, human potency is 
increasing. Oh glorious thought! 
Oh happy prospect! Now millions 
of males, imbued with new life, 
can gird up their loins and set off 
in search of "Modern Woman; The 
Lost Sex.” 

And finding her . . . Egad! We’re off to 
the corner drugstore for some hormone 
pills and then the chase. . . . Twenty 
oer cent more! . . . Yoicks! Yoieks! . . . 
Tallyho-o-o-o! 


INTERNATIONAL ASSEMBLY 

Cleveland Auditorium 
Cleveland, Ohio 

November 9 to 12, inclusive, 1948 


Thirty- third Year 



POSTGRADUATE COURSES 

Complete information may be obtained by ttruing directly to the InstituUons o 0 eriitg the courses. 


Selected Postgraduate Continuation Courses for Practicing physicians — Beginning lanuary and Pebruary, ig^S 



ALLERGY 


Registration Fee 

Institution 

Title of Course 

Schedule of Course 

and for Tuition 

New York Postgraduate Medical School, 

Allergy 

Jan. 9 — Feb. 27. part time 

S 25.00 

303 E. 20th St., New York 3 



Columbia University, 630 West i68th 

Allcrgv 

Feb. 17-25. M. through S., morn- 

40.00 

St., New York 32 

At: Mount Sinai Hospital 

ANESTHESIOLOGY 

ings 


New York Medical College, jih Avc. 

Clinical .Anesthesiology 

Three monthv, arranged, full 

200.00 

at 106th St., New York 


time 


Tufts College Medical School, 30 Ben- 

Anesthesiology U 

One month, arranged 

60.00 

net St., Boston 4, Mass. 



Ncnv York University College of Medi- 

Regional Anesthesia 

Jan 5, intensisc course, 2 weeks 

200.00 

cine, 477 isi Ave., New York t6 

Anesthesiology 

Six months, arranged 

500.00 


CARDIOVASCULAR DISEASES 


New York Postgraduate Medical School, 

Peripheral Vascular Diseases 

J.in. 6 — Feb. 24. Pari time 

30 00 

303 E. 20tli St., New York 3 




Columbia University, 630 West i68th 

Cardiovascular Diseases 

Feb. 1 ^ — March 29 

I 10.00 

St., New York 32 


Afternoon sessions 


At: Mount Sinai Hospital 

Bedside clinks in 

Feb. if — March 29. pan time 

30.00 

Heart Disease 


At; Montefiore Hospital 

Advanced Cardiology 

Jan. 27 — June 28, pan lime 

250.00 

New York Medical College, 5th .-^ve. 

Peripheral Vascular Disease 

Tsvo month', arranged, part time 

200.00 

at 106th St., New York. 

CHEST DISEASES 



New York Postgraduate Medical School, 

Acute and Chronic Diseases 

Jan. S — Feb. 26. part time 

.15.00 

303 E. 2Qth St., New York 3 

of the Chest 



Columbia Universitv, 6jo West i6Pth 

Diseases of the Chest 

Jan. 2 — M.ny 14. pan time 

60 .CO 

St.. Nesv York 32 
.\l: Montefiore Hospital 

Physiologic Therapy in 

Jan. 26-31, part time 

40.on 


Respiratory Diseases 



New York Medical College, 5th .\vc. 

Pulmonary Tuberculosis 

One month, arranged 

150.CO 

at 106th St., New York 
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POSTGRADUATE COURSES 

Selected Postgraduate Continuation Courses for Practicing Physicians — Beginning January and February, /94S 



DERMATOLOGY AND SYPHILOLOGY 


Institution 

Title of Course 

1 Schedtde of Course ! 

Registration Fee 
andjor Tuition 

New York Postgraduate Medical School, 
303 E. 20th St., New York 3 

Training for Specialization in 
Dermatology and Syphilology 

Three years, full time 

800.00 

University of Southern California 
School of Medicine, 1200 N. State 
St., Los Angeles 33 

Dermatology and Syphilology 

Jan., 12 weeks, part time 

j 

50.00 

New York University College of Medi- 
cine, 477 I St Ave., New York 16 

At: Beth Israel Hospital 

Dermatology 

i ]an.. one month, part time ' 

1 

30.00 


DIABETES 



New York Postgraduate Medical School, 
303 E. 20th St., New York 3 

Diabetes Mcllitus, Nephritis and 
Hypertension 

Jan. 8 — Feb. 26, part time 

45.00 

Columbia University, 630 W. i68th St., 
New York 32 

At: Mount Sinai Hospital 

Diseases of Metabolism 

Feb. 26 — March 9, part time 

40.00 


ELECTROCARDIOGRAPHY 


Tufts College Medical School, 30 Ben- 
net St., Boston II, Mass. 

Electrocardiography 11 

Jan. 12-14, full time 

25.00 

Columbia University, 630 W. i68th St., 
New York 32 

Elementary Electrocardiography 

Jan. 26-31, part time 

1 

60.00 

At; Mount Sinai Hospital 

Electrocardiography 

Twelve weeks, winter, part time 

40.00 

New York University College of Medi- 
cine, 477 I St Ave., New York 16 

Practical Electrocardiography for 
the practicing physician 

One week, winter, part time 

65.00 


ENDOCRINOLOGY 



New York Postgraduate Medical School, 
303 E. 2oth St., New York 3 

Diseases of the Thyroid and other 
Endocrine Glands 

Jan. 9 — Feb. 27, part time 

45.00 


ENDOSCOPY 



New York Postgraduate Medical School, 
303 E. 2oth St., New York 3 

Cystoscopy and Endoscopy 

Jan. 5 — Feb. 16, 15 sessions of 
two hours each 

75.00 


GASTROENTEROLOGY 


New York Postgraduate Medical School, 
303 E. 2oth St., New York 3 

Gastroenterology * 

Jan. 7 — Feb. 25, part time 

45.00 

University of Southern California School 
of Medicine, 1200 N. State St., Los 
Angeles 33 

Advanced Gastroenterology 

Jan. 7, twelve weeks, part time 

50.00 

Columbia University, 630 West i68th 
St., New York 32 

At: Mount Sinai Hospital 

At: Columbia Presbyterian Mcdic.al 
Center 

Gastrointestinal Diseases 

Gastroscopy 

Feb. 2 — March 10 

Three afternoons weekly for two 
consecutive months. (Open to 
physicians experienced in gas- 
troenterology or surgery of the 
gastrointestinal tract) 

80.00 

250.00 

New York University College of Medi- 
cine, 477 1st Ave., New York 16 

Gastroenterology 

Gastroenterology 

Seven weeks, winter, part time 
Eight weeks, winter, part time 

60.00 

65.00 

Xcw York Medical College, 5th Ave. at 
106th St., New York 

Gastroscopy 

Two weeks, arranged 

200.00 




POSTGRADUATE COURSES 

Sdected Postgradmle Cottiintiaiion Courses for Practtcing Physisiiuis — Begwtiing far.iiary and February. 194^ 


Insthution 

New York Postgraduate Medical School, 
E. 20th St., New York 3 

Uni’ ersitv of Southern CaUfornia School 
of Mctlicine, 1200 N. State St., Los 
Angeles 

Columbia University, 630 W. iC8th Su 
New York 32 

At: Mount Sinai Hospital 

New York University College of Medi- 
cine, ,}77 ist Avc., Nesv York 16 


Tufts College Metlical School, 30 Ren- 
net St., Boston 11, Mass. 


Columbia University, 630 West iCSth 
St.. New York 32 
At: Mount Sinai Hospital 


New York University College of Medi- 
cine. .^77 1st Ave., New York 16 

New York Medical Oillegc, 5lh Ave- at 
lofith St., New York 

New York Postgraduate Medical School, 
303 E. 20th St- New York 3 


Unitersity of Southern California S'.l"’ol 
of Medicine, 1200 N. State St. 1 <>s 
Angeles 33 


Unisersity of Southern California School 
of Medicine. 1200 N. State St., l.os 
Angeles 33 

Tufts College Medical School, 30 Ben- 
net St., Boston 11, hfass. 

New York Medical College, 5th Avc. 
at lofith St., New York 


HEMATOLOGY 



Title of Course 

Schedtde of Course 

Jiegistrafion Fee 
and/or Tuition 

Clinical Hematology 

Jan. 7— Feb, 25. part time 

30.00 

Hematology 

Jan. 5. tvvclsc weeks, part lime 

50.00 

Hematology 

Fell. 26 — April 5. 

65.00 

Hematology 

Winter, part time 

5ivoo 

MEDICINE, GENERAL 


Review of Basic Sciences 

Clinical Medicine 

Internal MesHcinc 

Jan. 3 — Fch. 2S 

Jan. 5-31— Fch. 2-28. mornings | 

Three months ' 

Six psonths 

Nine months 

200.00 

60 <>0 

per month 

250.00 

500.00 

750.00 

Symposium on Internal 

Medicine 

Fch. 2— April 3, full time 


Diseases of the Liver 

Feb. 2-n 


Internal Meslicine 

Three to iwchc months, full 
time 

60O.n<1 

for t2 months 

Internal Medicine 

Full lime 

One month 

Tss’o months 1 

150.00 

300.00 

Seminar in Internal Medicine 

Jan. 3 — Fch. 27 

300.00 

Psychological A'pccis of Internal 
Medicine 

Jan. 9 — Fib. 27. part time 

25.00 

Clinical Review of Internal 
Medicine 

fan. 5. twelve weeks, full time 

25<I.OO 

Interna! Medicine 

Jan, 5. nine months, full time 

750.00 

Recent Advances in Diagnosis 
and Treatment 

Jan., twelve weeks, p.iri time 

50.00 

Ki.cnt Advances in Internal 
Medicine 

Jan., twelve weeks, part lime 

50.no 

NEUROLOGY AND PSYCHIATRY 


psss,lioM>mjiic Medicine 

Jan., twelve weeks, part time 

50.00 

psschwirx 

One Of two months arrangcil 

100.00 

Neurologv 

One nninth, .arranged, full lime 

200.00 



476 


POSTGRADUATE COURSES 


Selected Postgraduate Continuation Courses jor Practicing Physicians — Beginning January and February, 1^48 



OBSTETRICS AND GYNECOLOGY 

1 1 

Registration Fee 

Institution 

Columbia University, 630 West i68th 
St., New York 32 

Title 0/ Course 

Schedtde of Course 

and for Tuition 

At: Margaret Hague Maternity Hospital 

Obstetrics, Internship Training 

Three months, full time 

350.00 


Obstetrics, Observation Course 

One month, full time 

100.00 

New York University College of Medi- 

Obstetrics and Gynecologv 

Three months to a year, arranged. 

600.00 

cine, 477 1st Ave., New York 16 


full time 

for 12 months 

University of Maryland School of Medi- 
cine, Lombard and Greene St., Balti- 
more 

Gynecology and Obstetrics “A” 

Review for the general practition- 
er, twelve weeks, full time 

150.00 

Columbia University, 630 West 168th 
St., New York 32 

Gynecology, Orcology and Female 
Urology “B” 

OPHTHALMOLOGY 

1 Ten weeks, full time 

1 j 

125,00 

At: Montefiore Hospital 

Elementary Ophthalmoscopy 1 

OTOLARYNGOLOGTi 

Jan. 5 — March i, part time 

30.00 

University of Southern California School ! 
of Medicine, 1200 N. State St., Los 
Angeles 33 

Otolaryngology 

Feb., twelve weeks, full time 

1 

250.00 

New York Medical College, 5th Ave. at 
io6th St., New York 

Northwestern University School of 
Medicine, Chicago ii, Illinois 

Otolaryngology Procedures 

OTOLOGY 

One month, arranged 

100.00 

At: Ward Memorial Bldg. 

.■\udiology and End-aural Otologic 
Surgery 

PATHOLOGY 

Jan. — April, four weeks 

1 

500.00 

Columbia University, 630 West i68th 
St., New York 32 

Surgical Pathology 

Jan. 24 — ^May 1, part time 

100.00 

University of Maryland School of Medi- 
cine, Lombard and Greene St., Balti- 
more 

Pathology “A” 

Full time, i to 3 or more years 

300.00 


Pathology “B” 

Full time, 6 months minimum 

150.00 


Pathology "C" 

Full time, 6 months (designed to 
aid in meeting the requirements 
of the specialty boards in neu- 
rological sciences) 

200.00 plus 
$10 lab 
fee 

i 
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PEDIATRICS 


Institution 

Title of Course 

Schedule of Course 

Registration Fee 
and for Tuition 

New York Postpraduate Medical School, 
303 E. 20th St., New York 3 

Clinical Pediatrics 

Practical Clinical Pcdbtrics 
(Open to those ss'ho have had 
the first course) 

Ian. 5-31 

Fai. 2-28 

1 50.00 

125.00 


Symposium on Recent .Advances 
in Pediatrics 

Feb. 9-14 

60.00 

Tufts Collcpc Medical School, 30 Ben- 
net St., Boston II, Mass. 

Clinical Pediatrics 

Ian. 5 'D 

60.00 

Columbia Univcrsit>*, 630 West i68th 
St., New York 32 

At: Mount Sinai Hospital 

Clinical Pediatrics 

Feb. 3 — .April 15. part time 

80.00 

New York University College of Medi- 
cine, 477 ist Ave., New York i6 

Pediatrics 

Eight weeks, winter, part time 

50.00 

New York Medical College, sih Ave, at 
lofith St., New York 

Clinical Pediatrics 

1 

Arranged 

One month 

Three niontlis 

Six months 

Sint months 

150/10 

250.00 ' 

450.00 

1 650.00 


PROCTOLOGY 



Tufts College Medical School, 30 Ren- j 
net St., Boston ti, Mass. 

Proctology in 

Jan. 5*31 and Feb. 2-28, 
mornings 

100.00 
each pcrifxl 

New York University College of Medi- 
cine, 477 ist Ave.. New York 16 

Proctology 

Eight weeks, winter, part time 

125.00 


RADIOLOGY 



American Colleee of Radiology. 20 I 
North Wackcr Drive, Chicago 6 

Radiologv 

One week at various cities 1 

1 throughout the year j 

SO.nn 

Columbia University, 630 West i(-'*th I 
St., New York 32 

At: Columbia Presbyterian Mcilical 
Center 

R.idii>log) 

Feb. 25— April 33, pan time 

25.0-, 

New York Medical College, 5th Ave. 
at tofith St., New York 

Diagnostic Roentgenology 

Arranged 

' 150.00 


Radium and Roentgen Therapy 

Arranged 

1 50.00 


venereal diseases 

Unl>mUv of Soutlicrn California Scliool I Modern Ttcalmcm of Syphilis j |an. S. rocl.c weets, 
rtf KJctlicinc, 1200 N. State St., Los I 

Ansclcs 1 ' , ^ 




Subject Index 

VOLUMES I AND II 


Ai. RDOMEN, Surgery: developments in surgery of upper ab- 
domen, I, ?6o 

Abortion, Therapeutic: psychiatric aspects, II, 325 
Abscess, Retrorectal: diagnosis and treatment, II, 20 
Acidosis, Diabetic, treatment, I, 106 
Acne, Treatment, present status, I, 16 

Acromioclavicular joint. Lesions as cause of shoulder pain, II, 8 
Actinomycosis, Diagnosis and treatment, I, 281 
Alimentation, see Feeding 

Alloxan, Toxicity prevents use in treatment of hyperinsulinism, 
?5t _ 

Amberlite IR IV in treatment of peptic ulcer, II, 431 
-Amebiasis, Colitis due to, II, 168 
Amputation, Ideal stumps and prosthetics, I, 113 
Amylase test for acute pancreatitis, II, 294 
Anastomosis, Gastrointestinal, technic, 1, 363 
•Anemia, Obscure, resembling pernicious anemia but refractory 
to liver therapy, II, 370 
•Anemia, Pernicious, treatment, I, 131 
•Aneurysms, Surgical treatment, I, 368 

•Angina pectoris, distinguished from acute coronary occlusion, 
II, lot) 

•Angina pectoris. Temporary myocardial ischemia, 1, 347 
•Antacid, Synthetic resin (Amberlite IR IV) in treatment of peptic 
ulcer, II, 431 

Antibiotics, see also Bacitracin, Penicillin, Streptomycin 
Anticoagulants, Heparin and dicumarol in thrombosis and em- 
bolism, 1, 265 

•Appendix, vermiform in left hernial sac in patient with situs 
inversus totalis, II, 282 

.Arteriovenous fistula. Surgical treatment, I, 368 
.Arthritis, Differentiation between “psychogenic rheumatism” and 
true rheumatic disease, 1, 460 

.Arthritis, Rheumatoid: concomitant diseases or conditions, 1, 384 
.Arthritis, Subacute febrile: differential diagnosis, I, 308 
.Articulation, Defects, I, 46 

Asthenia, Neurocirculatory, distinguished from acute coronary 
occlusion, II, 102 
Atomic radiation, sec also Isotopes 

B, ABIES, see Infants 

B.acitracin, Treatment of surgical infections: results in 65 cases, 

I, 96 

Backache, Differential diagnosis of low back pain, I, 392 
Bed rest, .Abuse of, in therapy, II, 84 

Bile ducts, Calculi in, I, 312: surgery, I, 364: surgery, in treat- 
ment of obstructive jaundice, I, 209 
Biliarv tract. Disease, calculous and noncalculous, I, 314; fistulas, 

II, 50 

Bladder, Neck obstruction: differential diagnosis of causative 
lesions, I, 136 

Blood cells, see. Erythrocytes, Leukocytes; loss, see Hemorrhage; 
serology and obstetrics, I, 97; sugar, see Diabetes mellitus: 
hypoglecemia 

Blood pressure. High, arterial; diagnosis and treatment, II, 422; 

classification, man.agement and case discussion, I, 436 
Blood vessels. Operative treatment of aneurysms and arterio- 
venous fistulas, I, 368 
Boils, see Furunculosis 
Bones, sec Fractures 

Brain and hypertension, I, 457; areas initiating different types of 
epileptic seizures, II, 253; injuries, treatment, I, i; lesions 
due to hypertension, II, 422; surgery: results of prefrontal 
lobotomy in chronic psychotic states, I, 214; tumors: diag- 
nosis, I, 454 


Branchial, Cysts and fistulas: surgical treatment, I, 186 
Breast, Hypertrophy corrected by plastic surgery, with free com- 
posite grafts of nipples, II, 375; lesions: differential diag- 
nosis, II, 36 

Bronchiectasis in children: surgiad treatment, II, 93 
Bursitis, Subdeltoid, II, 4 

Cancer of breast, II, 38: of breast: results of surgery, II, 302; 
of colon, I, 303; of colon, I, 379; of prostate, treated with 
stilbcstrol, II, 105: of right colon, i, 430; of stomach, I, 448 
Carcinoma, see Cancer 
Cardiac, see Heart 

Cardiovascular system and hypertension, 1, 437 
Causalgia, Symptom of peripheral nerve injury, I, 420 
Cerebral, see Brain 
Chest, see. Thorax 

Children, Brain tumors in, I, 458; bronchiectasis: surgical treat- 
ment, II, 93; developmental diagnosis of infant and child, 1, 
29; rheumatic heart dise.ise in, II, 41; spoiled: causes of 
maladjustment, II, 91 
Cholecystectomy, sec Gallbladder excision 
Clim.acteric, M.ale, as psychosomatic problem, II, 17 
Colitis, Ulcerative: management, II, 167 

Colon, Cancer: diagno.sis and treatment, I, 303; c.ancer; impor- 
tance of early diagnosis, I, 379; cancer: one-stage resection 
for lesions of right colon, I, 430; diverticulitis, I, 190 
Colostomy, Technic and results, II, 48 
Coma, Diabetic, I; 207; diabetic, treatment, I, 106 
Common bile duct. Stricture, surgical treatment, I, 364 
Convalescence, Abuse of rest as therapeutic agent, II, 84 
Convulsions, see Epilepsy 

Coronary arteries. Occlusion; diseases commonly confused with, 
II, 99; sclerosis; clinic,al course of coronary disease, I, 345: 
thrombosis and organic variability, I, 36 
Cranium, Fractures, I, 4; fracture, I, i; plastic repair with tan- 
talum plate, I, 10 

Cushing’s disease. Secondary sex characteristics in, 1, 223 
Cysts, see Neck 

D EAFNESS, Treatment, 1, 175 
Dementia praecox, see Schizophrenia 
Depilatory formula, I, 77 
Dermatology, Common misconceptions, II, 407 
Development, Diagnosis in infant and child, I, 29 
Diabetes mellitus. Life insurance for diabetics, I, 189; practical 
points in patient management, I, 199; treatment of acidosis 
and coma, 1, 106 

Diagnosis, see also Development; differential, of acute coronary 
occlusion, II, 99; differential, of breast lesions, II, 36; 
differential, of low back pain, I, 392; differential, of 
obstruction at bladder neck, 1, 136; differential, of psy- 
chogenic rheumatism and true rheumatic disease, I, 460; 
differential of subacute febrile arthritis, I, 308 
Diarrhea, sec also Dysentery 

Dicumarol, Treatment of thrombosis and embolism, I, 265 
Diet, For correction of obesity in adults, II, 180; for ulcer p,atients 
given synthetic resin antacids, II, 431; and tooth decay in 
children, II, 358; in diabetes mellitus, 1, 202; see also 
Nutrition 

Disease, Internal, ocular changes in relation to, I, 194 
Diverticulitis, Of colon: etiology, diagnosis and treatment, I, 190 
Dizziness, see Vertigo 

Ductus arteriosus. Patent: surgical treatment, I, 421 
Duodenum, Fistula, II, 52; ulcer, see Peptic ulcer 
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Dysjrthru, I, ^6 

Dysentery. Chronic bacillar)’, II, 169 

DysJalt.1, I, 46 

Djsphasia, I. 47 

D\sphemia. 1. 44 

Dysphonia, I, 48 

E AR, EMcrnal: auricular sinuses, surgical treatment of. I. 1S8 
Embolism, Pulmonary, clistinitiiisljctl from acute coronan- oc- 
clusion, 11, 102; treatment with hcp.arin anti ilktmiarol. 1, 265 
Eimotions, see Psychosomatic medicine 
Endocrine compounds, see Stilbestrol 
End(x:rlnc glands and h) pertension, I, 437 
Entcropasironc, Treatment of peptic ulcer, 11, 333 
Epidermophytfisis, see Dcrmatophjtosjs 

Epilepsy, Bactcrioloyic, cliologic and serologic studies in epilepsy 
and schizophrenia. U, 346; diagnosis and wcatnicnt. 11, 251 
Esophagus. Spontaneous rupture: surgical repair, 11. 417 
Estrogens, see Stilbestrol 

Extremities, see also Amputation; fractures, common errors in 
treatment, I. 21 

Eye, Changes In relation to internal tlisease, I, 194 

F ECAL fistula, II, 53 

Fever, see also Rickciisial diseases 

Fibroids. Uterine, I. 142 

Fihrosilis, DilTcrcniiatcd from psychogenic rheumatism. I, 463 
Fistula, Arteriovenous, surgical treatment, I, 3(18: pre- and post* 
opcMtive, II, 47 
Fits, see Epilepsy 

Fluorine, Control of Utoth decay in children. II. 35S 
Forceps, Obstetric: use and abuse, 11. St 

Fractures. Common errors in treatment of fractures of extremi- 
ties, I, 21 

Functional tlisease, see Psychosomaiic medicine 
Fungous infections. Practical points in diagnosis and treatment 
of actinomycosis and sporotrichosis. I, 281 


CtaLLBLADDER. Disease, c.alcultiu' an<f noncalculous, I, 313 
Gastric, see Stomach 

Gastrointestinal anastomosis, Technic. I. 363; tract, psychogenic 
disease, II, 15 

Gastrostomy, Technic, II, 49 

Genitourinary tract, Infections: ollice trc.unicnt, II, 109: lesions 
causing bladder neck obstruction, I. 136 
Geriatrics. Heart in patients between 50 and 80. II, 24^ signifi- 
cance nf longer life expectant, 11, 187 
Givnorthca, Treatment with pcnisilhn, II, toy 

ELaNSEN'S disease, see Lep^e)^■ 

Hearing aids in treatment of dcafin." 1. 179 
Heart and hyjvcrtcnsion, II, 422; .inh dimia distingui'hcel from 
acute coronary occlusion, 11, 103. di'f.isc, see nlw PerkarsU- 
tis; disease, coronary, see Coron.irs .irterics; disease, «rg.inic 
v-ariabiliiy in. I, 36; disease, rhciiiii.mc. in children, 11. 4t5 
in patients l>ctwccn 50 .and 80, 11. 34. msufiicicncy: treat- 
ment of congestive failure, 1. 317; 'urgerv: nesv develop- 
ments in treatment of patent ductu' .irtcriovits and com- 
pression, 1, 421 

Heparin, Treatment of thromlHisis and cmlx^'ism, I. 265 

Hcpaiic. see Liver 

Hepatitis, sec Liver inflamm.ation 

Hernia, Inguinal, in patient with situs in\sr'U> lotali', 11, 2S3 
Hygroma. Cystic: surgical treatment, 1, 

Hypertension, see RIockI pressure, high 
Hyperthyroitlisni, see Thyroid 

Hiperrcntilation syndrome. Distinguished from as.t«e otrorury 
occlusion, II. 103 


Hypogivccinia. P.iro\ysina!. due to tumor of islands of Langcr- 
fians. I, 366 


Icterus, see jaundice 

Infantile paralysis, see PoliomveJitis 
Infantilism. Sexual, .secondary sex characteristics in, I, 233 
Infants Dcvcopmcntal diagnosis of infant and child, I. 29 
Infertility, see Sierditj 
Insulin, in diabetes mellitus, I. 199 
Internal disease. Ocul.nr changes m relation to. 1. 194 
Intestines, see also Colon: lectling through enternstomy or Ab- 
bott-Ravvson tube, 11, $0 

Islands of Langerhans, Atlcnoma causing paroxysmal hypogly- 
cemia, i, 366 


J AUNDICE. As-ociaied with obscure anemia rcfr.TCiory to liver 
therapy. II. 370; olistruciive: surgical management, I, 309 
Jaw, SubniaxilUry and sublingual cj'ts. 1. 188 

IC IDNEYS ant! hypertension, 11 . 433; disease ami hyperten- 
sion. 1 . 438 

LaHOR, Oinduci of: u-'c anti abuse ot forceps, 11. fii 

Leprosy, Detection and management. I. 292 

Limbs, Artificial, fining. L JI4 

Liver. Cancer: clinicopathologic conference, 11. 203 

Lohotomy. Prefrontal; results in chronic psychotic states, I. 314 

Limgcvity ami mortality ol physicians, II, t88 

Low back pain. Diflercniial diagnosis. I, 393 

Lucs, see Syphilis 

Lungs, see also Rronchicciasis; Tuberculosis: Pneiimoni.i: 'ui i.tf 
treatment of bronchiectasis m chiltlrcn, 11. ut 
Lymphogranuloma venereum as cause of «,i>!iiis. H, 17s 


M ALE climacteric. As psychosomatic problem II, 17 
.Mammary gland, see Rreast 

Mamniaryplasty, Technic of operation, with free composite grafts 
of nipples. II, 375 

Menial disorders, see aho Schizophrenia; bacicriidogic, ctiologic. 
ami serologic .studies in epilepsy and schizophrenia, 11, 34f>: 
results of prefrontal lobi>tom> on shronic psyUiotic states. 

Ii 2^4 

Mcl.ibo!ism. lowering of bas.il rate in treaimcnt of heart disease. 


I, 234 

MiH’3rri.ige. sec .\horiinn 

.Morta'iiv, see also Longevity: rates among physicians. II. 188 


N ECK, 0>ngcnit.il lesions: surgical treatment. I. 181 
Nerves Pcrinhcral; diagnosis and management of injuries. I. 4f3 
Neuralgia. Trigeminal: surgical treatment, 11, 11 1 
Neurosis, Psvehoneurosis and physical symptoms. I. 40S: trau- 
matic: neurasthenic and hysterica! types, 11. ifj 
Nipples. Free Composite grafts in plastic correction <(f |)y|>criropliy 
of breast, II. 375 

Nomenclature in dermatology. II. J07 
NW. Discharge, cerebrospinal rhinorrhea. I. it 


O IIESITA' in a-ltilis. II. 178 

Ohrttuivs. jrf also sctnlf>gv and, I. 97 

Ocular, fee Eye 

Old age. See Gcri-itrics 

Operative, see .Surgery 

Overweight, see Obesity 
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P ANCREAS, Adenomas of islands of Langerhans causing pa- 
roxysmal hypoglycemia, 1, 366; inflammation; acute and 
chronic pancreatitis, II, 341; inflammation: medical and sur- 
gical management of acute pancreatitis, II, 288; fistula, II, 51 
Paralysis, Care and mobilization of paraplegics, I, 424; infantile, 
see Poliomyelitis 

Paraplegia, Care and mobilization of patients, I, 424 
Penicillin, Treatment of gonorrhea, II, 108: treatment of surgical 
infections: results in 744 cases, I, 88; treatment of syphilis, 

I, 58 

Peptic ulcer. Diagnosis and treatment, II, 270; new antacid for, 

II, 431; selection of cases for surgery, II, 30; treatment with 
enterogastrone, II, 333; vagotomy for, I, 360 

Periarthritis of shoulder, II, 2 ■ ' 

Pericarditis, Acute, distinguished from acute coronary occlusion, 
II, tor 

Peripheral nerves. Injuries, diagnosis and management, I, 413 
t’ern'cious anemia, see Anemia, pernicious 
Physicians, Longevity and mortality, II, 188 
Plastic surgery of hypertrophied breasts; free composite grafts of 
nipples, il. 375 

Pneumonia, Primary atypical, II, 163 

Poliomyelitis, Diagnostic aids, II, 116; treatment: present 
methods, I, 352 

Polyarthritis, see Arthritis, rheumatoid 

Pregnancy, Interruption, see Abortion; toxemia: serologic fac- 
tors in I, 98 

Prostate. Cancer: treatment with stilbcstrol, II, 105; enlargement: 
differential diagnosis of le.sions causing bladder neck ob- 
struction, I, 136 

Prostheses, Ideal, for amputees, 1 , 114 
Psychoneurosis, see Neurosis 

Psychoses, see also Schizophrenia; chronic, results of prefrontal 
lobotomy, 1, 214 

Psychosomatic medicine. Approach to hypertension, II, 422; prob- 
lem cases in practice of medicine, II, 10; psj'chiatric aspects 
of therapeutic abortion, II, 325; psychogenic rheumatism 
differentiated from true rheumatic disease, I, 460; relation 
of emotions to physical discomfort, II, 365; traumatic neu- 
roses, II, 184 

Puberty, Precocious, secondary sex characteristics in, I, 223 
Public health, see Health 

Pulmonary, see Lungs; embolism distinguished from acute coro- 
nary occlusion, II, 102 ' 

R-ADIOACTIVE, see Isotopes 

Rectum, Retrorectal abscess: diagnosis and treatment, II, 20 
Red cells, see Erythrocytes 

Resin. Amberlite IR IV as antacid in peptic ulcer, II, 431 
Respiration, Disorders: hyperventilation syndrome distinguished 
from acute coronary occlusion. II, 103 
Rest, Abuse of in therapy, II, 84 
Retrorectal abscess. Diagnosis/ and treatment, II, 20 
Rheumatic fever. Control; recent advances, II, 75; heart disease 
in children, II, 41 
Rheumatism, see Arthritis 
Rh factor in obstetrics, I, 97 

Rhinorrhea, Cerebrospinal, surgical treatment, I, 1 1 
Roentgen rays. Diagnosis of activity in pulmonary tuberculosis, 

I, 372; diagnosis: pitfalls in spinal x-ray diagnosis, I, 274 
Rosacea, see Acne 

Salicylates, in treatment of rheumatic fever, II, 79 
Schizophrenia, Bacteriologic, etiologic and serologic studies in 
epilepsy and schizophrenia, II, 346; diagnosis and treatment, 

II. 273 

Serology and obstetrics. I, 97 

Sex characteristics. Secondary: contrasting cases of precocious 
puberty, Cushing's disease and sexual infantilism, I, 223 


Shoulder, “Frozen," II, 2; painful: diagnosis, II, i 
Situs inversus totalis, case report, II, 282 

Skin, Common misconceptions of dermatology, II, 407; disease, 
see Acne; Eczema 
Skull, see Cranium 

Speech, Disorders: dysphemia, dyslalia, dysarthria, dysphasia and 
dysphonia, I, 44 

Spine, Compression fracture: disabilities resulting from, II, 261; 
gunshot wounds: care and mobilization of paraplegics, I, 424; 
. roentgen diagnosis, pitfalls in, I, 274 
Sporotrichosis, Diagnosis and treatment, 1 , 281 
Sterility, Male: causes of, II, 107 
Stilbcstrol, Treatment of prostatic cancer, II, 106 
Stomach, Cancer: prognosis no longer hopeless, I, 448; cancer; 
surgical approach to lesions of upper portion, I, 362; diver- 
ticula, surgical treatment, I, 363; funcffonal disturbance due 
to emotional stress, II, 365; gastrostomy technic, II, 49; 
surgery; selection of cases, II, 30; ulcer, see. Peptic ulcer 
Streptococcus, Alpha streptococci in patients with epilepsy and 
schizophrenia, II, 346 
Stumps, Ideal, for prosthetic fitting, I, 114 
Stuttering, I, 44 
Subdeltoid bursitis, II, 4 
Submaxillary and sublingual cysts, I, 188 

Sulfonamide compounds. Treatment of surgical infections, I, 92 
Supraspinatus tendon. Torn, as cause of shoulder pain, II, 6 
Surgery, Infections treated with chemical and antibiotic agents, 
I, 87; pre- and postoperative fistulas, II, 47; of upper abdo- 
men, 1, 360; technic of operation for free composite grafts 
of nipples in mammaryplasty, II, 375; treatment of aneurysms 
and arteriovenous fistulas, 1, 368 
Syphilis, Treatment with penicillin, I, 58 

Tantalum plate for cranioplasty, I, 10 
Teeth, Caries and diet in children, II, 358; caries in children: con- 
trol with fluorine, 11,’ 358 
Tendinitis of shoulder, II, 2 
Tenosynovitis as cause of shoulder pain, II, 7 
Thiobarbital, Treatment of hyperthyroidism, I, 126 
Thiouracil and propyl thiouracil in treatment of hyperthyroid- 
ism, I, i26;'propyl, in treatment of toxic goiter, I, 51 
Thorax, Surgery: treatment of bronchiectasis in children, II, 93 
Thrombosis, see also .Coronary arteries;, treatment with heparin 
and dicumarol, I, 265 

Thyroglossal duct, Cysts and fistulas: surgical treatment, 1 , 182 
Thyroid, Cancer; favorable prognosis in papillary carcinoma, I, 
55; hyperthyroidism: surgical treatment not superseded by 
thiouracil, thiobarbital and propyl thiouracil, I, 126; hyper- 
thyroidism: toxic goiter treated with propyl thiouracil, I, 51 
Tic douleureux, see Neuralgia, trigeminal 
Traction, sec Fractures 

Tuberculosis, Colitis due to, II, 167; pulmonary, diagnosis of 
activity, I, 372 

X-TrINATION, Disturbance, in women. II, 106 
Urology, Procedures in office urology, II, 105 
Uterus, fibroids, I, 142 

Uveitis in relation to acute and chronic infection, I, 194 

"V^AGOTOMY for peptic ulcer, I, 360 
Venereal disease, see also Gonorrhea; S5'philis 
Voice, Defects, I, 48 

Vomiting, .as cause of spontaneous rupture of esophagus, II, 417; 
due to emotional disturbance, II, 365 

EATHER changes and organic variabilitv in heart disease, 
I, 36 

White cells, see Leuknestes 
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